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VERY surgeon is is familiar with the serious- 
ness and devastating effects of high intestinal 
fistulas, which rapidly jeopardize the life of the pa- 
tient, and, in a too high percentage of cases, lead 
to death. The reasons for such a high mortality 
are fairly well understood, and much has been writ- 
ten in the literature concerning the procedures of 
combating the serious effects of such conditions. 
Also, it is universally admitted that the higher the 
fistulous opening in the intestines, the more rapidly 
death ensues, if appropriate steps are not taken to 
combat its effects. 

The alarming local and general symptoms occur- 
ring in high intestinal fistulas revolve around one 
factor; namely, the loss of continuity of the intes- 
tinal tract. This loss of continuity brings about 
two conditions, either of which will lead to death. 
The first is the loss of contents of the upper in- 
testines that are so essential to the body economy. 
Many of these contents, such as inorganic salts, bile 
acids, pancreatic juice, enzymes, water, etc., and, 
most important of all, the naturally digested food 
products that would be reabsorbed in the lower gut 
tract. There may be also some factors that play a 
role in the metabolism of vitamins that is lost. It 
is thus evident that this condition must lead to 
serious consequences. Certain salts, water and nu- 
trient products can be administered intravenously 
or subcutaneously, but by these means strength or 
even life cannot be maintained indefinitely, and, at 
best, this method of replacing the function of the 
small intestine is inadequate. 

An intestinal fistula leads still more rapidly to 
death if there is an obstruction below the fistula 
opening. The reason for this is a total loss of in- 
testinal contents instead of only a partial loss, such 
as there would be in cases in which there is no ob- 
struction below the fistulous opening. This fact, as 
well as the importance of its early recognition, has 
been pointed out by several writers. 

Equally dangerous and disastrous, and well 
known, is the second condition that results from 
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the interrupted continuity of the small intestine in 
high intestinal fistulas, in addition to the unrelent- 
ing pain and discomfort suffered by the patient. 
This condition is the irritating and digestive action 
of the intestinal fluids when the contents of the 
small intestines come in contact with the tissues 
of the body which do not possess natural immunity 
to their action. The progress of this destructive 
process on the skin and tissues of the abdominal 
wall is in direct proportion to the proximity of the 
fistulous opening to the pylorus. The higher the 
opening the more rapid this process becomes ef- 
fective. It is therefore necessary for the surgeon 
to recognize this condition as soon as possible if 
the opening is near the pylorus. 


At first, one may notice only a small amount of 
drainage from the wound, but a reddening of the 
surrounding skin which is more marked than nor- 
mal. In 24 hours the separation of the wound 
borders becomes much larger, due to the auto- 
genous digestion of the tissues. The area of red- 
ness extends and the discharge increases. Very 
soon the discharge becomes abundant and the skin 
around the opening assumes a vivid red color. The 
skin over the remainder of the abdomen also is 
now reddened and begins to ulcerate. The intes- 
tinal discharge, at first only intermittent, becomes 
continuous, and many times the patient screams 
out in pain with each peristaltic discharge of the 
intestinal juices. The patient’s loss of weight in- 
creases noticeably from day to day, and, conse- 
quently, one sees sunken eyes and bulging cheek 
bones, due to dehydration. The pulse becomes 
quickened and a peculiar pallor develops. Infec- 
tion now sets in and adds to the toxemia. The 
above processes, once in operation, develop rapidly, 
and they are continuous unless steps are taken 
quickly to correct the local injurious drainage and 
to restore the normal processes. There is so swift a 
development of the local and general symptoms 
that when operation is contemplated the surgeon 
is presented with a patient who is not in a condi- 
tion to withstand even a minor operation, much less 
laparotomy and intestinal resection or anastomosis 
that is usually necessary to restore the intestinal 
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The above figure shows a Pezzer catheter in place. 
The catheter is introduced by means of a stylet, and traction 
is applied, thereby pulling the mushroom portion of the catheter 


Fig. 1. 


against the lumen of the bowel. This may work very well in 


selected cases. 


continuity and bring this vicious process to a favor- 
able termination. 

Therefore, it will be the purpose of this paper to 
add to the method of treatment a practical pro- 
cedure that may help at times to lower the mor- 
tality in high intestinal fistulas, but it is not within 
the scope of this paper to discuss the general sup- 
portive measures that should be taken in the treat- 
ment of fistulas of the small intestines where it is 
of the greatest importance to consider carefully the 
problems of nutrition and fluid balance. 

To mention first a few of the procedures that 
have been suggested in order to correct the local 
condition of the abdominal wall, Potter? proposed 
the prone position on a Bradford frame. He be- 
lieved that in this way the intestinal content would 
be prevented from collecting on the surface of the 
abdomen. Many substances, such as zinc oxide, 
kaoline and various other protective powders, have 
been used locally. Also, one-tenth normal hydro- 
chloric acid packs and drips have been recom- 
mended in order to inactivate the intestinal en- 
zymes. We have used these methods and find them 
very effective in preventing extensive autogenous 
digestion of the tissue. However, it will be noted 
that the above procedures do not prevent the loss 
of intestinal contents, but merely relieve, or at- 
tempt to relieve, the secondary local condition. A 
different method consisting in continuous aspira- 





Fig. 2. The above figure shows an empyema tube with a 
large catheter inserted into the lumen of the tube. 
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tion was first reported by Cameron.’ Furthermore, 
artificial closure by various means has been re- 
ported in literature. Packing the opening with 
chewing gum, Beck paste and gauze soaked in olive 
oil have been tried with variable success. It seems 
to us that one of the most rational methods is that 
reported by Hartzell, in which he used a rubber 
disc, which was inserted in the lumen of the bowel 
and pulled against the opening by a suture which 
passed to the outside. He maintained slight trac- 
tion on this disc by anchoring the suture to the 
abdominal wall with adhesive tape. When the fis- 
tula had very nearly healed he cut the suture and 
the rubber disc dropped back into the bowel. Where 
there is much ectropion of the mucous membrane, 
the closure is much slower. 

In the case we wish to report, we tried at first a 
Pezzer catheter and pulled the mushroom portion 
of it against the opening. This, however, would 
not stand much traction and would slip out. The 
Pezzer catheter can be used to an advantage, 
though, if the opening is not too large (Fig. 1). 
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Fig. 3. This shows the inner flanges of the empyema tube 
rolled up and being inserted into the fistulous opening. 


We then used a Wilson empyema tube (Fig. 2). 
One of the flanges of the tube was rolled up and 
inserted through the opening into the lumen of the 
bowel (Fig. 3). A large catheter was then in- 
serted through the opening in the empyema tube. 
The catheter was of such size as to fill the lumen 
of the tube snugly. The flange of the empyema 
tube was then pulled against the lumen of the 
bowel, either by slight traction on the catheter or 
by placing gauze under the outside flange (Fig. 4). 
The catheter was connected with a tube which lead 
to a bottle standing at the side of the bed. When 
the patient was lying on his side, the weight of the 
tube leading to the bottle exerted sufficient trac- 
tion. If there was too much drainage, the excess 
material discharged could be reintroduced through 
the catheter into the intestines, thus conserving the 
high intestinal contents. 

It is remarkable how fast the local lesions heal if 
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the intestinal contents are prevented from spread- 
ing over the abdominal wall, and it is equally amaz- 
ing to see how rapidly the general condition of the 
patient improves under these conditions. Within a 
few days he can be transformed into a person fairly 
able to stand a surgical operation. This improve- 
ment is due solely to the restoration of the intes- 
tinal continuity for only a few days. When the 
patient has recovered sufficiently, he is taken to 
the operating room and the empyema tube is re- 
moved. The opening is closed by suture, so that a 
laparotomy can be undertaken without much dan- 
gcr of a peritonitis being caused by the operation. 


CASE REPORT 
The following is a report of a case treated by 
the method described above. 


Case No. 41820—Mr. C. P., white, male, age 49. 
This patient was first seen and examined by us on 
February 9, 1938, at which time he presented the 
typical picture of an acute intestinal obstruction. 
He was operated the same day and a mass was 
found which produced an obstruction in the ileo- 
cecal region. He also had a marked lymphodeno- 
pathy of the right side of the abdomen. A gland 
was taken for biopsy and an ileocolostomy was 
done. He made good recovery with the exception 





Fig. 4. “The above shows a diagram of the tube in place. 
The outer flange does not necessarily fit against the skin as 
represented. Gauze may be packed under this outer flange to 
exert traction on the inner flange. Traction on the inner 
flange may also be obtained by pulling on the catheter or 
outer flange. 


of a wound infection which was not serious. As 
there was some question as to the mass being a 
carcinomatous metastasis, he was given two series 
of deep x-ray treatment. Following this, he re- 
mained well except that he developed a hernia at 
the point of the incision. 

He was seen by us again on April 17, 1939. At 
that time he presented the picture of intestinal ob- 
struction and he was operated immediately. This 
time the intestinal obstruction was due to an ad- 
hesive band across the proximal ileum. There was 
no growth visible or palpable in the abdomen. An 
intestinal resection was done for the removal of 
gangrenous bowel, and an end-to-end anastomosis 
was carried out. 

On the sixth day following operation he developed 
an intestinal fistula which began to erode the 
wound and the abdominal wall. Food or liquids 
would appear at the opening within 5 to 10 minutes 
after it had been taken by mouth. Hydrochloric 
acid packs helped very much, but the patient con- 
tinued to decline in strength very rapidly. Various 
attempts were made to close the opening. The pa- 
tient was given transfusions and intravenous ther- 
apy. A Pezzer catheter was then used in the way 
we described, but the opening was too large, and 
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’ 
Fig. 5. The above figure shows the special traction catheter 
with the balloon disc deflated. 


when traction was exerted the catheter was pulled 
out. 

Finally it was decided to use the empyema tube 
in the manner described above. The excoriations 
and ulcers of the abdominal wall healed rapidly and 
the patient’s general condition improved from day 
to day. All the material that drained from the 
tube was reintroduced into the intestines through 
the catheter, and thus the loss of the intestinal 
contents was prevented. 

On July 22, 1939, he was taken to the operating 
room and a laparotomy was done. The adhesions 
were freed and a bowel resection was carried out 
in the area of the fistulous opening. He made an 
uneventful recovery, and when last seen, February 
21, 1940, he was well. 


COMMENT 

We think this patient’s life ungestionably was 
saved by a simple procedure that restored the in- 
testinal continuity temporarily. This restoration of 
continuity allowed the local lesion to heal, and, at 
the same time, his metabolic processes became nor- 
mal again. He was transformed in a few days from 
a poor surgical risk to a moderately good one. 

Since the writing of this paper we have had a 
special catheter made that may be more efficient in 
some future cases than the empyema tube. See 
Figs. 5 and 6. It will be noted in Fig. 5 that there 





Fig. 6. This figure shows the disc inflated. 
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is a disc near the catheter tip. This disc is a 
balloon, which, when deflated as in Fig. 5, can be 
inserted through a fistulous opening by the aid of a 
stylet. After the collapsed disc has reached the 
inside of the bowel lumen, the disc is inflated with 
water, which prevents it from slipping through the 
fistulous opening when traction is put on the cath- 
eter. In Fig. 6 the disc has been inflated through 
the small side arm of the catheter. 
CONCLUSIONS 

1. A practical method has been described which 
may be useful at times in the treatment of high in- 
testinal fistulas. 

2. If there is an obstruction below the fistulous 
opening it is not advisable to await the complete 
healing of the local lesions, but the application of 
the above mentioned procedure for a period of 
48-72 hours may be helpful. 


SOUTHWESTERN MEDICINE 





August, 1940 


3. The intestinal contents that drain from the 
catheter may be reintroduced into the bowel if 
there is no obstruction below the opening. 

4. The loss of intestinal continuity is the. main 
factor in the mortality in cases of high intestinal 
fistulas. 


926 East McDowell. 





We wish to express our appreciation to Dr. M. L. Day for 
his helpful suggestions in working out this special catheter, 
and also to the C. W. Bard Catheter Company for their coop- 
eration in manufacturing this special catheter. 
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Cancer of the Stomach 


J. SHELTON HORSLEY, M.D. 
Richmond, Virginia 


EATHS from cancer of the stomach assume 

large proportions. It is estimated by Euster- 
man that probably one-third of all deaths from 
cancer are due to malignant growths of the stom- 
ach. It seems probable that last year there were 
about 160,000 deaths in the United States from 
cancer, and this would make about 53,000 deaths 
from cancer of the stomach alone. 


It is generally acknowledged that the only cure 
for gastric cancer is excision. Except in lympho- 
sarcoma and small round cell cancer, irradiation 
has but little if any beneficial effect upon gastric 
malignancy. The point is that the diagnosis must 
be made early, and this depends upon two things: 
(1) the education of the public, and (2) the 
promptness of action of the general practitioner. 
Many cases are inoperable when first seen by the 
surgeon. The pity of it is that if they had come 
earlier an operation would have given an excellent 
chance of cure. The education of the public has 
aided in securing an early diagnosis of cancer in 
many regions, as in cancer of the colon, and it 
should also be helpful in cancer of the stomach. 

Sir James MacKenzie’s chief work in the latter 
years of his life was devoted to the study and 
recognition of the early symptoms of disease. We 
must glorify what often seems a casual and im- 
material symptom or sign in order to find a clue to 
something that may prove to be malignancy. 


SIGNS AND SYMPTOMS 
The symptoms of cancer of the stomach are not 
pathognomonic. When the diagnosis is obvious, 
frequently it is too late for a cure. The symptoms 
given in most of the textbooks are often confusing 
and sometimes actually misleading in making a 


(From the Surgical Department of St. Elizabeth’s Hospital, 
Richmond, Virginia.) 
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diagnosis. Gaither (Gaither, E. H.: Gastric Car- 
cinoma: A Clinical Research. Preoperative Course 
and Postoperative Results. Sou. Med. Jour., 28: 107, 
1935) has given an excellent analysis of 245 cases 
of gastric carcinoma demonstrated by operation and 
treated at Johns Hopkins Hospital during a period 
of 10 years. The symptoms are not infrequently 
remittent or intermittent, just as in peptic ulcer, 
and the fact that they sometimes entirely disappear 
is by no means an assurance that the lesion is be- 
nign. Among other fallacies, according to Gaither, 
are the following: “(a) Local gastric symptoms, 
loss of appetite, cardialgia, eructation, pyloris, nau- 
sea, vomiting, pain, distention, and variable types 
of discomfort are no worse in beginning carcinoma 
than in other gastric disease. (b) A latent stage 
is possible during which time the process advances 
very slowly, with an utter absence of symptoms. 
(c) A general marasmus, or a variable anemia, may 
occur, with the gastric symptoms so wholly in abey- 
ance as to be quite unrecognizable. (d) A begin- 
ning carcinoma may progress without definite 
symptoms; again, it is marked by ulcer symptoms, 
or symptoms of chronic gastric catarrh.” 

Cancer of the stomach is often supposed to be 
accompanied by pain. If the cancer is in the so- 
called “silent” area of the stomach; that is, along 
the greater curvature to the left of the incisura or 
in the cardiac portion of the stomach, there are no 
symptoms whatever unless there is bleeding, ob- 
struction or perforation. Fortunately, however, 
the majority of cases of cancer of the stomach ap- 
pear near the pylorus or in the main portion of 
the body of the stomach, and here symptoms of 
indigestion, “waterbrash,” “heartburn,” discomfort, 
nausea or vomiting may often occur months before 
the lesion becomes very far advanced. Pain when 
present may vary. It may be sharp and cramp- 
like, or a boring, gnawing pain. Or there may be 
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only a moderate discomfort. It is usually in the 
upper epigastric region. The pain may be inter- 
mittent and relieved by food, or it may be con- 
tinuous. When intermittent pain relieved by food 
gradually becomes continuous it is supposed to be 
suggestive of cancer of the stomach, but this symp- 
tom may also be found in a benign peptic ulcer 
that has slowly perforated and has formed ad- 
hesions around it. 

There is a marked difference in symptoms in 
different patients caused by the same lesion. Lib- 
man (Libman, E.: Observations on Individual Sen- 
sitiveness to Pain. J. A. M. A., 102:335, 1934) has 
called attention to this. Thus, in the hyposensi- 
tive, either no symptoms may result from a gastric 
lesion that would cause marked indigestion in the 
hypersensitive, or there may be substituted symp- 
toms referred, for example, to the chest. Anorexia 
may be frequent, but it is by no means present in 
all cases. In the early stages of gastric carcinoma, 
the appetite may be quite variable, and the patient 
may actually gain weight. Nausea and vomiting 
are common, although often there is no vomiting 
unless later in the disease unless obstruction exists. 
Lesions along the lesser curvature particularly may 
be unaccompanied by vomiting throughout the 
course of the disease. The vomiting of blood is in- 
frequent in cancer of the stomach. Probably not 
more than 5% of cases of gastric cancer actually 
vomit blood in any considerable amount, whereas 
in 20% of peptic ulcers there is distinct hema- 
temesis or melena. Occasionally, however, vomiting 
of a small amount of coffee-ground-like material 
occurs, but even this is not as common in gastric 
cancer as it is supposed to be. A much more com- 
mon sign is occult blood in the stool, which can be 
determined by the guaiac or benzidine test after a 
3-day meat-free diet, or the string test of Einhorn 
may show blood. 


Only about 50% of gastric cancers have decided 
ulceration. Tarry stools are rather infrequent, but 
occult blood may be found in many cases in which 
neither hematemesis nor tarry stools are obvious. 
Loss of weight is common, but it should not be too 
much emphasized, since it is usually a late symp- 
tom. Anemia is often present, although this, too, 
may be a late symptom. However, it may arise 
from a large fungating cancer of a colloid type and 
low grade of malignancy or from a malignant polyp, 
and does not necessarily indicate that the disease 
is inoperable. 

Examination of the gastric contents may be sug- 
gestive, but it must not be too greatly valued. 
Most cancers of the stomach, particularly if well 
advanced, show achlorhydria, or at least a dimin- 
ished amount of acid in the gastric juice, and this 
finding along with clinical symptoms suggesting 
gastric cancer must be given full weight. There 
are, however, two conditions that must be consid- 
ered in connection with this. The first is that 
achlorhydria is more common than it was formerly 
supposed to be, and seems to increase with advanc- 
ing years. It is difficult to imagine that millions of 
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cells in the stomach whose chief function is to se- 
crete acid can remain entirely functionless indefi- 
nitely without some histologic lesion, though in 
many cases of achlorhydria in patients who die of 
something else microscopic examination shows but 
little if any alteration of the gastric structure. 
Achlorhydria may be a sequence of a low-grade 
chronic gastritis, which in itself from irritation may 
favor cancer. Indeed, Hurst believes that gastritis 
is the precursor of cancer in about 75% of cases 
(from Comfort, M. W., and Butsch, W. L.: Proc. 
Staff Meetings, Mayo Clinic, 13;151-154, March 9, 
1938). 

The second consideration is that while it is well 
known that duodenal ulcers are more likely to be 
accompanied by increased acid in the gastric juice 
than gastric ulcers, early gastric cancer often does 
not materially disturb the ratio of acid in the 
stomach any more than would a gastric peptic ul- 
cer. More cases are being reported of cancer of 
the stomach in patients who had pernicious ane- 
mia, a disease distinguished by the absence of 
hydrochloric acid in the gastric juice. On the 
other hand, I have had several patients with ad- 
vanced cancer of the stomach whose gastric juice 
showed very high values of hydrochloric acid. 

Occasionally when there is a low-lying stomach 
and the cancer is in the pyloric end, the growth 
may be palpated in a fairly early stage, though 
often when a cancer of the stomach is distinctly 
palpable it is too far advanced for excision. There 
are, however, distinct exceptions to this rule. The 
occasional type of mucoid or so-called colloid can- 
cer, which usually is not a very virulent malig- 
nancy, may be limited to the stomach when it has 
assumed a considerable mass, and may still be 
operable. In a series of necropsies, Dr. Margaret 
Warwick (Warwick, Margaret: Analysis of One 
Hundred and Seventy-Six Cases of Carcinoma of 
the Stomach Submitted to Autopsy. Ann. Surg., 
38:216, August, 1928) has called attention to the 
fact that in 23% of the necropsies the cancer was 
still limited to the stomach, whereas in the total 
deaths in a large series of gastric cancers of Saltz- 
stein and Sandweiss (‘(Saltzstein, Harry C., and 
Sandweiss, David J.: The Problem of Cancer of the 
Stomach. Arch. Surg., pp. 113-127, July, 1930) 
only 7.7% had undergone a partial gastrectomy. 
This shows undoubtedly that many cases of cancer 
are permitted to go to their death that might have 
been given some chance by a properly performed 
gastrectomy. 

One of the chief causes of deaths in cancer of 
the stomach, according to Dr. Warwick, is perfora- 
tion of the stomach. It has usually been assumed 
that perforation of the stomach is due to peptic 
ulcer, but in Dr. Warwick’s series of 176 cases there 
was open ulceration in only about 45 cases, and 
in about half of these death was due to perforation 
and peritonitis. 

Finally, by all means the most helpful aid in 
diagnosis of malignancy of the stomach is roent- 
genology. This examination should be done by one 
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who is skilled in roentgenologic diagnosis of the 
gastro-intestinal tract, for a half-baked roentgeno- 
logic diagnosis on the stomach or colon is worse 
than none at all. This method of diagnosis is 
reaching a stage of high efficiency. It must be 
recalled that when a decided filling defect is 
found in the stomach the cancer is already far ad- 
vanced. A punch-like defect that is supposed to 
be characteristic of benign ulcer in the stomach 
has been found not infrequently to be caused by 
cancer, and occasionally a filling defect from a 
cancerous ulcer may appear partly to fill up on 
subsequent x-ray examinations. Then, too, it is 
quite possible to have both a benign duodenal ulcer 
and a cancerous ulcer of the stomach existing in 
the same patient. All of these different factors 
must be borne in mind. 

Practically all defects along the greater curvature 
that can be demonstrated by x-ray are malignant, 
and many of the ulcers along the pyloric canal are 
also cancerous. The benign gastric ulcers are more 
likely to occur along the lesser curvature in the 
middle of the body of the stomach and up to the 
pyloric canal, which is about an inch from the 
pyloric sphincter. Ulcers within the grasp of the 
pyloric sphincter are usually benign, but they may 
be malignant. We should always suspect that pre- 
pyloric ulcer may be cancerous. 

The use of the gastroscope in diagnosis of cancer 
of the stomach may occasionally be helpful, par- 
ticularly if the cancer is in the cardiac portion of 
the stomach. 

One of the fatal things in cancer in general, and 
particularly in cancer of the stomach, is friend- 
ship; the desire of a friend, whether he is a lay- 
man or a physician, to minimize a serious condition 
and to resent a diagnosis of cancer. 


EARLY DIAGNOSIS 

The practical point about an early diagnosis of 
cancer of the stomach is to educate the people that 
they must apply to the family physician concerning 
any continuous symptom of indigestion, and the 
general practitioner should be cautioned to take 
these symptoms seriously. In no other way can 
cancer of the stomach be recognized in its early 
stages. Thomas Scholz, of New York (Scholz, 
Thomas: Curriculum Vitae of Two Gastric Can- 
cers. Am. Jour of Cancer, 18:834-851, August, 1933) 
reports two cases which were diagnosed as cancer 
of the stomach, one 2% years and the other 3% 
years before they came to an operation. At opera- 
tion the lesion was too extensive for resection, but 
the patients were apparently in good health when 
the diagnosis was first made. Because of the ap- 
parent good health and well-being it was difficult 
for the patient and for the attending physician -to 
accept the diagnosis at a time when the lesion was 
operable and there was an excellent chance for 
cure by excision. Dr. Scholz says: “The practi- 
tioner must, therefore, realize that x-ray examina- 
tion furnishes him a means of obtaining a diag- 
nosis in practically every instance at a sufficiently 
carly .tage to make recovery possible by a timely 
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operation. But to save the patient’s life he must 
order the x-ray examination early and not late in 
the disease. It is still a common experience; in 
fact, it seems to be the rule that patients are 
treated for digestive disturbances for months and 
even years without previous roentgen examinations, 
and that the latter are ordered only after clinical 
evidence of gastric malignancy has appeared, just 
for confirmation. Not infrequently great pride is 
felt in such a confirmation. It apparently is not 
yet fully grasped that such an attitude is nothing 
to be proud of. On the contrary, it should be 
recognized that such a delay in the use of roent- 
genology is the worst service the physician can 
possibly render his patient, because thereby he robs 
him of the only chance of recovery, as a late x-ray 
examination is quite as useless as a late clinical 
diagnosis.” 

Men are more prone to cancer of the stomach 
than women, though in my own personal experi- 
ence the ratio is not so great as that quoted in 
other clinics of about four or five men to one 
woman. 

In order to make an early diagnosis, which is 
essential to successful treatment, any patient over 
35 years of age, and particularly a man, who has 
gastric symptoms should be treated by a general 
practitioner for a few weeks, and if the cause of 
these symptoms can be ascertained and corrected 
by treatment, nothing further need be done. But 
if the cause of these symptoms cannot be ascer- 
tained and corrected, the patient should be given a 
thorough roentgenologic study. It must be recalled 
that the classic symptoms of coffee-ground vomit- 
ing, loss of weight, the palpation of a mass in the 
epigastric region, and the demonstration of Vir- 
chow’s glands in the neck, are often terminal 
symptoms. The earlier the diagnosis is made, usu- 
ally the more difficult it is. If, then, we can adopt 
this policy of an early thorough examination as 
has been outlined, the great majority of these pa- 
tients will prove to have either a nervous condition 
or some extra-gastric cause for their symptoms 
which can be relieved, but every now and then a 
case of gastric cancer will be picked up that would 
otherwise be missed. I have seen patients with in- 
operable cancer of the stomach that have been 
treated for “nervous indigestion” for many months 
or years. It is true that there is a considerable 
proportion of cases in which the mal:gnancy de- 
velops along the “silent” area, and nothing can be 
done because there are no symptoms until the dis- 
ease is too far advanced for treatment, but it is 
equally true that the majority of cases of cancer 
are located either in the pyloric end of the stomach 
or in the main body of the stomach, which is read- 
ily susceptible to partial gastrectomy. The fact 
that the location of a minority of gastric malig- 
nancies prevents their early recognition is not a 
sufficient justification for neglecting the early 
diagnosis of the majority of the cases that may be 
capable of recognition. 

It is important to emphasize that practically all 
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early gastric cancers are relieved of symptoms for 
a while by the medical treatment for peptic ulcer. 
The fallacy that relief of gastric symptoms by 
medical treatment and diet is a therapeutic test 
that demonstrates the lesion is benign has been 
responsible for many deaths in permitting patients 
to delay operation. 


TREATMENT 

The treatment may be to some extent preventive 
because it is undoubtedly true that some cancers of 
th stomach spring from benign peptic ulcers and 
from benign polyps. The proportion of peptic 
ulcers that become cancerous is a moot question, 
some placing it as high as 25 to 30%, and others 
as low as 1 or 2%, but that there are such well 
authenticated cases is not doubted by anyone who 
has seriously studied this subject. In a recent ex- 
cellent article on this subject, Scott and Mider 
(Scott, W. J. Merle, and Mider, G. Burroughs: 
Malignancy in the Chronic Gastric Ulcer. Am. 
Jour. Surg., 40:43, April, 1938) say: “It is, in our 
opinion, a conservative estimate that, when the in- 
cidence is determined in this manner, 10 to 20% 
of the chronic ulcers of the stomach without defi- 
nite criteria of malignancy prove eventually to be 
or to become malignant.” It is also well known 
that adenomatous polyps of the stomach become 
cancerous. While some portions of a polyp may be 
benign in structure, other regions may show malig- 
nant cells—the so-called carcinoma in situ of 
Broders. Thus, McRoberts (McRoberts, J. W.: 
Gastric Polyps. Proc. Staff Meet., Mayo Clinic, 
8:685, 1933) reports five cases of gastric polyp re- 
moved at operation in which careful histologic ex- 
amination showed that four contained definite can- 
cerous tissue. In one case in which three appar- 
ently benign polyps were removed by excision with 
the cautery, the patient returned 6% years later 
with gastric carcinoma that was inoperable. 

If the lesion proves to be a duodenal ulcer, it may 
be treated indefinitely by medical means, because 
here malignant degeneration is rare, but if it is a 
gastric ulcer the case should be observed with the 
greatest caution. It must be borne in mind that 
occasionally a duodenal ulcer may exist in con- 
junction with a gastric ulcer that may be can- 
cerous, yet the symptoms of the duodenal ulcer 
may dominate. Rivers and Dry, of the Medical 
Department of the Mayo Clinic (Rivers, A. B., and 
Dry, T. J.: Differentiation of Benign and Malig- 
nant Gastric Ulcers. Arch. Surg., 30:702, 1935) 
say: “It seems to us that unless contraindications 
are present it is usually safer to treat gastric ulcers 
surgically.” A noted medical gastro-enterologist, 
Dr. William Gerry Morgan (Morgan, W. G.: The 
End Results of Treatment for Peptic Ulcer. South. 
M. J., 25:256, 1932) believes that all cases of gas- 
tric peptic ulcer are surgical cases for immediate 
operation. This doubtless is the safest attitude in 
the long run, but if the ulcer is small it would 
seem justifiable to give medical treatment for a 
few weeks. 

Whether a cancer of the stomach results from a 
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peptic ulcer, or whether it is from the beginning an 
ulcerating cancer, makes very little clinical dif- 
ference, since both are cancerous and should be 
treated alike. If we are reasonably sure that the 
disease is cancer, of course, there is no occasion 
for hesitation. 

Naturally, preventive treatment of cancer of the 
stomach consists of removal of lesions that are 
probably pre-cancerous, such as polyps and gastric 
ulcers, unless the ulcer responds very readily to 
medical treatment. 

A partial gastrectomy, which is indicated when 
the growth is confined to the right portion of the 
stomach, should be preceded by a few days pre- 
liminary treatment. This consists in gastric lav- 
age, in correcting dehydration, and, if there is 
marked anemia, in transfusion of blood. An im- 
portant feature in the preliminary treatment is the 
administration of dilute hydrochloric acid, an ex- 
cellent physiologic antiseptic, and which was first 
suggested for these cases by a member of our staff, 
Dr. W. H. Higgins. It adds to the safety of the 
operation by decreasing the chances of peritonitis. 

An intraperitoneal vaccine may also be used to 
great advantage in preventing peritonitis. We pre- 
fer the vaccine of Steinberg, in which the killed 
colon bacillus is suspended in a solution of gum 
tragacanth and salt solution. 

The selection of the anesthetic is important, be- 
cause most of these patients are elderly and have 
low resistance. In patients over 60 years of age I 
prefer local anesthesia, after giving them a full 
dose of morphine and atrophine, or of hyoscine, 
morphine and cactine. When the peritoneal cavity 
is opened the retroperitoneal tissues are infiltrated 
with the novocain solution. 

It is well in these cases to give intravenous dex- 
trose in Ringer’s solution, but if there is some ar- 
teriosclerosis this must be administered with care. 
Usually an intravenous cannula is inserted at the 
beginning of the operation, and the solution in- 
stilled according to the blood pressure. If the op- 
eration is prolonged and the patient’s condition is 
not satisfactory, a transfusion of blood at the end 
of the operation is indicated. 

In many cases, the modification of the Billroth I 
operation of partial gastrectomy which I have been 
using for 16 years can be adopted. This offers 
many advantages over the Billroth II or Polya 
type. It permits a direct union between the stom- 
ach and duodenum, which is the physiological con- 
dition. The lesser curvature of the stomach is 
fixed to the upper border of the duodenum, thus 
preserving the lesser curvature, which initiates per- 
istalsis in its normal relation to the duodenum. 
The duodenum is flared open, and not infrequently 
an end-to-end union can be made, but, if not, the 
redundant lower portion of the gastric stump is 
easily infolded. If the cardiac stump is lifted up and 
the adhesions which bind it are severed, or the gas- 
tric artery is divided, it will be found that the car- 
diac stump can be approximated to the duodenum 
much more frequently than is usually supposed. 
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An important feature after any stomach opera- 
tion is to relieve tension on the sutures and to rest 
the stomach by keeping it empty. The usual meth- 
od for doing this is by inserting a Levine or Jutte 
tube through the nostril. If this is done, do not 
keep the stomach completely empty, as it annoys 
the patient very considerably. Even having an in- 
lying tube for several days is uncomfortable to 
anyone, and to some patients it is a source of great 
annoyance. Aside from any other features it may 
be positively dangerous. Thus, Iglauer and Molt 
(Iglauer, S., and Molt, W. F.: Severe Injury to the 
Larynx Resulting from the Indwelling Duodenal 
Tube. Ann. Otol., Rhinol. and Laryngol., 48:886, 
1939) reported severe injury to the larynx result- 
ing from indwelling duodenal tubes. They collected 
ten cases occurring within a 2-year period, in 
which there has been severe injury to the larynx 
from an indwelling tube through the nostril. Eight 
of the patients developed laryngeal stenosis of such 
severity that tracheotomy became imperative, and 
two of the patients died. In nine of the ten pa- 
tients the indwelling duodenal tube had been intro- 
duced following a laparotomy. The tube was in- 
lying for comparatively short periods, varying from 
6 to 20 days, the average being 84% days. The 
article is a thorough and interesting study of the 
danger of such a procedure. 


In order to avoid this we are now using a simple 
method that we call a “tube gastrostomy.” After 
the posterior row of sutures uniting the stomach to 
the duodenum has been placed in, completing the 
operation of partial gastrectomy, a sharp-pointed 
hemostat is thrust (directly, not obliquely) through 
the stomach from within outward at a point on its 
anterior wall near the greater curvature, where the 
stomach can be easily brought into contact with 
the abdominal wall. A soft rubber catheter, No. 18, 
in which an additional perforation has been made 
near the end, and which is clamped at its middle, 
is caught with the hemostat and drawn into the 
stomach. After 3 or 4 inches of the catheter are 
within the stomach, the catheter is fastened to the 
gastric wall by a suture of fine chromic catgut 
and a purse-string suture of chromic catgut is 
placed around it. The butt of the catheter is 
drawn through a stab wound in the abdominal wall, 
and then clamped, and the clamp on its middle is 
removed. The catheter is gently pulled upon until 
the stomach is in contact with the parietal peri- 
toneum. Sutures of fine chromic catgut are placed 
between the stomach and the parietal peritoneum 
and some omental fat is brought around this point 
of contact. The fat not only adds to the security 
of the punctured wound, but may prevent a subse- 
quent tight adhesion. By this method the muscular 
layers of the stomach are not cut, as would occur 
if a knife were used to make the puncture; their 
fibers are merely pushed apart, as are the muscular 
bundles of the abdomen in making a McBurney 
incision. The catheter fits in snugly, and there is 
usually no leakage after the catheter has been re- 
moved. 
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As is well known, the intestinal mucosa increases 
in its sensitiveness to the gastric juice with its dis- 
tance from the pylorus. While in cancer the secre- 
tion of acid is frequently low or absent, it may be 
resumed after removing the lesion, and there is 
always a possibility of jejunal ulcer. This has ac- 
tually happened in a case of gastric cancer reported 
by Dr. Fordyce B. St. John, of New York, when a 
jejunal ulcer followed a resection by the Billroth II 
type of operation and the patient succumbed. (St. 
John, F. B., Whipple; A. O., and Raiford, T. S.: 
Treatment of Carcinoma of the Stomach; Summary 
of Results. Am. J. Surg., 3:246, Feb., 1936). 

When this type of operation is impossible, the 
Hofmeister operation, in which only the lower por- 
tion of the gastric stump is united to the jejunum, 
seems advisable. 

In linitis plastica, or when much of the cardiac 
end of the stomach is involved, a total gastrectomy 
may be indicated. While such an extensive opera- 
tion necessarily has a limited field, the improve- 
ment in the technic makes it more worthy of con- 
sideration. A long loop of jejunum is sutured to 
the posterior wall of the esophagus before the 
stomach is removed, the stomach is then cut away, 
and the union is completed. It seems better to 
unite the stump of the duodenum to the right side 
of the loop of jejunum, rather than close the duo- 
denum. An entero-anastomosis is made between 
the lower limbs of the jejunal loop, and below this 
a jejunostomy with a mushroom catheter accord- 
ing to the method of Hendon is established, which 
is quickly done and is very satisfactory, particularly 
for feeding. 

In cases in which the cancer involves the pyloric 
end of the stomach but is distinctly inoperable, a 
type of Devine operation may be done, or a modi- 
fication as adopted by Pack, of the Memorial Hos- 
pital in New York, in which the stomach is di- 
vided and complete rest is given to the pyloric end 
of the stomach, the site of the cancer. 

Gastro-enterostomy has but little if any place in 
the therapy of gastric cancer. When a large fun- 
gating mass exists in the pyloric portion of the 
stomach, a partial gastrectomy by the modification 
of the Billroth I method described may give much 
comfort and prolong life, even if there are small 
metastases outside of the stomach that cannot be 
removed. 


SUMMARY 

The important point in cancer of the stomach is 
early diagnosis. Trivial symptoms of indigestion 
developing in those over 30 years of age, especially 
men, should be considered seriously and not cas- 
ually, and the cause of these symptoms should be 
definitely ascertained. 

Surgical excision is the only satisfactory treat- 
ment for cancer of the stomach. An operative 
technic should be employed which will radically 
remove the lesion and restore the gastro-intestinal 
tract as nearly as possible to its physiologic normal. 


617 W. Grace St. 
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Present Status of the Treatment of Urinary Infections 


H. C. BUMPUS, JR., M.D. 
Pasadena, California 


ROM the standpoint of the general practitioner, 
the treatment of urinary infections is likely to 
consist of the administration of sulfanilamide or 
one of its related chemicals in more or less radical 
doses. If the infection subsides, he is naturally 
well satisfied, but if it does not, he speculates as to 
the possibility of there being some underlying path- 
ological condition that will necessitate the under- 
taking of extensive x-ray examinations together 
with intravenous pyelograms, and very possibly the 
calling in of his colleague, the urologist. When 
the latter is approached, he is bound, for his own 
protection, to subject the patient to the most 
dreaded of all diagnostic procedures, a cystoscopic 
examination, with its associated complete urological 
study. This being completed, it is not uncommon 
to discover that the patient has a simple case of 
pyelitis or pyelonephritis, and has undergone a 
diagnosis as costly as a normal delivery, but with 
the only heir an urinary frequency, the result of a 
traumatized urethra and bladder! Such an in- 
crease in the cost of medical care may be due 
simply to the fact that the infection in question is 
caused by an organism which is not affected by 
sulfanilamide therapy, such as the streptococcus 
faecalis. Certainly there is no valid reason why a 
therapeutic test with sulfanilamide should not be 
carried out and extensive urological investigation 
which frequently prove negative avoided. When 
such a test is made it should be recognized that if 
improvement does not occur within 48 hours, the 
treatment should best be discontinued, and ade- 
quate investigation undertaken. The same, of 
course, applies when the patient having recovered, 
there is an early and unexplained recurrence. 

There is no question but that sulfanilamide is 
bactericidal to nearly all organisms that inhabit the 
urinary tract, but their response to its application 
varies within wide limits. Unfortunately, while 
sulfanilamide has the advantage of being both ef- 
ficient and cheap, it is an unpleasant drug to 
ingest, although the warnings which have been 
given concerning its dangerous toxicity seem a 
trifle exaggerated, for the reported cases of agran- 
ular leucopenia and anaemia have invariably oc- 
curred either following excessive dosage or in pa- 
tients in whom the drug has continued to be ad- 
ministered after mild toxic symptoms were first 
noted. Because it is rapidly eliminated in the 
urine, the forcing of fluids upon the first sign of 
toxic symptoms will reduce the amount of the 
drug in the tissues so rapidly that most of its toxic 
manifestations immediately subside. 

It is beginning to be realized that large doses of 
sulfanilamide are unnecessary in most cases of in- 
fection in the urinary tract. Smaller doses, fre- 
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quently as little as 5 or 10 grains daily, will some- 
times keep certain chronic infections under control 
and cause no toxic manifestation. It is interesting 
that the concentration of sulfanilamide in the 
urine, to be efficient, must be far in excess of that 
concentration found in the tissues, but because of 
its rapid elimination in the urine this is easily ac- 
complished with much lower dosages than are re- 
quired when one is prescribing for systemic in- 
fections. 


Sulfanilamide has not proven of great value as a 
prophylactic. Apparently in the presence of trau- 
matized tissue it loses much of its efficiency, for 
several urologists have tried administering it prior 
to transurethral resections and state that it in no 
way diminishes their incidence of postoperative 
febrile reactions. The same lack of effectiveness 
has been observed when its administration was un- 
dertaken in an endeavor to prevent infection oc- 
curring following plastic operations on the renal 
pelvis. However, after a sufficient interval has 
elapsed to permit the traumatized tissue to heal, 
the drug will then act efficiently in ridding the pa- 
tient of his infection, provided urinary drainage is 
unobstructed. 


It is not unusual in a urologist’s office to have 
patients whose urinary infections have defied the 
best efforts of one’s colleagues make the emphatic 
statement: “Doctor, you can do anything you de- 
sire in the way of examination, and I'll take most 
any medicine, but I’ll not swallow another bit of 
sulfanilamide. No, sir; I’d rather have this fre- 
quency and getting up at night than feel the way 
that stuff makes me feel!” Confronted with such 
determination, one should not feel that he is com- 
pletely defeated, but rather that he must win the 
battle by flank attack with his less heavy weapons 
rather than by frontal attack with his most power- 
ful ones. However, to do so, he must be familiar 
with the fundamental principles of urinary sepsis, 
the first and foremost of which is that no form of 
therapy will correct an urinary infection if there 
exists an obstruction to the outflow of urine. Not 
infrequently the most common evidence of such ob- 
struction is in the urinary bladder, the result of 
prostatic hypertrophy or stricture in the male, of 
pregnancy or the results of pregnancy in the fe- 
male, while in the aged of both sexes the changes 
due to arteriosclerosis and other degenerative dis- 
eases often result in faulty or incomplete empty- 
ing of the bladder. In addition to these more com- 
mon causes of urinary retention are the cases of 
true cord bladder where an injury, tumor or infec- 
tion of the spinal cord has rendered bladder func- 
tion incomplete. Of these the tabetic is the best 
example, and it is not generally appreciated how 
frequently an undiscovered neurological lesion of 
the spinal cord first manifests itself by bladder 
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dysfunction, and is, as a result, discovered by the 
urologist’s cystoscope rather than by the neurolo- 
gist’s hammer. It is, therefore, wise when the pa- 
tients do not respond to the therapeutic test of 
adequate doses of sulfanilamide to have them void, 
and by immediately passing a catheter to ascertain 
if the bladder completely empties. If it does not, 
the reason for persistence of the infection is 
evident. 


RESIDUAL URINE 

The presence of residual urine in cases of pyelitis 
of pregnancy should always be suspected, and it is 
a clinical observation that such cases of pyelitis 
will more rapidly clear if the bladder residual is 
regularly removed. In fact, no case of pyelitis of 
pregnancy can be said to be properly cared for if 
the presence or absence of such residual is not at 
once ascertained. How important this is becomes 
evident by the increasing appreciation that dam- 
aged renal circulation is the probable cause of 
many cases of hypertension. Some authors go so 
far as to assert that pyelitis of pregnancy and 
pyelonephritis are the invariable forerunners of the 
pre-eclamptic state, and that these toxemias of 
pregnancy are the precursors of renal changes that 
finally result in hypertension. Other forms of re- 
tention, such as hydro-ureters, pyelectasis, diverti- 
cula and calculi, are primarily the concern of the 
urologist, and need concern us here simply as some 
of the less frequent causes of failure of our thera- 
peutic tests in urological infections. Having ex- 
perienced such a therapeutic failure, and being 
reasonably certain that urinary retention is not 
the cause, the most logical assumption is that one 
is dealing with an organism which is unaffected 
by sulfanilamide. Under such circumstances, and 
in those patients who refuse to take the drug, it is 
well to recall that nature’s natural resistance to 
urinary infection is carried out by keeping the 
urine always acid. Investigation and clinical ex- 
perience during the past decade has demonstrated 
that urine may be rendered bactericidal simply by 
increasing its natural acidity, for at 5.5 pH most 
noxious bacteria in the urinary tract cease to mul- 
tiply, and when 4.5 is reached the vast majority 
are dead. Interestingly enough, the streptococcus 
faecalis, which is immune to sulfanilamide therapy, 
rapidly succumbs to this increased acidity as does 
the colon bacillus, the most frequent invader of the 
urinary tract. 


ALKALINIZING 

It seems strange that the belief that alkaliniza- 
tion of the urine will relieve dysuria should have 
gained such a foothold when we now know that no 
amount of alkalinity possible with human urine is 
bactericidal. There is nothing to show that an 
acid urine is irritating or an alkaline urine sooth- 
ing to the urinary tract. There is much to in- 
dicate that the reverse is true; for those who live 
for an extended period on an alkaline ash diet are 
prone to develop an irritable urinary mucosa which, 
upon cysotscopic examination, gives all the ap- 
pearance of a severe cystitis that only the presence 
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of a sterile urine belies. Such patients recover 
rapidly when the urine is acidified with immediate 
diminution in their frequency and recovery from 
their dysuria. 

The national campaign to keep on the alkaline 
side which is being carried on in order to sell 
everything from Alka Seltzer to pineapple juice is 
helping the urologists’ practice almost as much as 
sulfanilamide has hurt it, for the constant pre- 
cipitation of urinary salts in an alkaline urine is 
increasing the incidence of calculi to an astound- 
ing degree! The most satisfactory drugs for in- 
creasing urinary acidity has proven to be am- 
monium chloride, and when this is given in con- 
junction with mandelic acid the urine takes on 
bactericidal action proportionate to its degree of 
acidity. Unfortunately, both mandelic acide and 
ammonium chloride are bulky drugs, and when 
they are administered in the form of ammonium 
mandelate or calcium mandelate the patient has to 
take so many tablets to obtain adequate dosage 
that the mechanical process of their ingestion be- 
comes irksome. I, therefore, have preferred to give 
the mandelic acid in liquid form and limit the 
tablets to the administration of the ammonium 
chloride. Following this method, I have had suc- 
cess with this form of administration where others 
had failed using the same drugs in tablet form. 


RATIONAL CHEMOTHERAPY 

When these two therapeutic tests have failed to 
rid the urinary tract of all infection, it seems im- 
perative that the offending organism should be 
identified. This can be readily done in most cases, 
and need not require elaborate laboratory investi- 
gation. Gram stain of the urinary sediment will 
at once show whether the organisms are gram posi- 
tive or negative, and which are cocci or bacilli. 
The most frequent of the gram negative bacilli are 
the colon, the aerogenes and the proteus. The 
colon responds readily to both types of therapy de- 
scribed. The proteus splits urea, and tends, by 
making the urine alkaline, to defeat medication by 
mandelic acid, while the Aerobacter aerogenes is 
the gangster of the group and the one which can 
stand the longest against therapeutic attack. 

Of the cocci, the gram positive outnumber the 
gram negative, and the staphylococci occur more 
frequently than the streptococci, except for the 
faecalis, which is frequently encountered with the 
colon bacilli. It has, fortunately, peculiar staining 
properties which make it easily identified by the 
pseudo halo with which it surrounds its unholy 
self! Occasionally, as I have referred to earlier, 
the therapeutic test proves efficient, but there is 
an early recurrence of the disease. When this 
happens in the male, the prostate should be sus- 
pected, for it is far easier to free the urinary tract 
of infection than the genital. 

Fortunately, sulfanilamide has at last given us @ 
drug which acts in the prostatic secretions. Be- 
cause the concentration of the drug in the urine is 
greater than its concentration in the tissues, it is 
imperative in these cases to give larger doses than 
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would be necessary if the disease were confined to 
the urine alone. Some supplement the oral ad- 
ministration of sulfanilamide by the daily injection 
of prontosil, feeling that they obtain a more favor- 
able action on the prostatic tissue. Such therapy, 
together with a proper course of massage, will 
usually prove efficient. 

It early became apparent that sulfanilamide, 
while its therapeutic effect was little short of the 
miraculous, did not permit the host to develop an 
immunity to the infecting organism, and that once 
the infection was checked by this drug it behooved 
the conscientious practitioner to continue with its 
use in smaller doses for an extended period, or re- 
lapses were likely to take place. Nowhere is this 
more true than in the urinary tract. Of the de- 
rivatives of sulfanilamide, the most frequently used 
has been sulfapyridine. It was hoped that this 
drug, which has proven so effective in the treat- 
ment of pneumonia, would be found to be equally 
as effective in infections of the urinary tract. Un- 
fortunately, data is now available which indicates 
that it is particularly irritating to the renal paren- 
chyma, due to the formation of multiple crystals 
and even stones if the fluid intake during its ad- 
ministration is permitted to fall below 3,000 cc. 
daily. These crystals cause a microscopic haema- 
turia in so large a percentage of cases that Brown, 
Thornton and Wilson in a recent report in the 
American Medical Journal state: “Oliguria, hae- 
maturia, pain in the costovertebral angle and 
anuria are serious and fairly common complica- 
tions of intensive sulfapyridine therapy, particular- 
ly when the concentration in the blood is high.” 
Its use in urinary infections would, therefore, seem 
contra-indicated, for Antopol reports that micro- 
scopic haematuria was encountered in 16 out of 40 
cases treated with sulfapyridine. 


NEW DRUGS 

During the past few months, two other closely 
related drugs have been undergoing extensive clin- 
ical investigations; namely, sulfamethylthiazol and 
sulfathiazol. Both of these drugs have proven more 
efficient against staphylococcus infections than 
sulfanilamide. It was hoped that in addition to 
their grater efficiency they would also prove less 
toxic. Unfortunately, the administration of sulfa- 
methylthiazol under the most careful therapeutic 
control has been followed by peripheral neuritis 
sufficiently often to compel the manufacturers to 
consider it too dangerous for general use. A letter 
received last week from the research department 
of the Winthrop Chemical Company confirms this 
report, for they wrote: 

“Realizing that the drug had been studied under 
well controlled conditions by discriminate and care- 
ful observers, it was the opinion of this department 
that the incidence of the neuropathy would perhaps 
increase should it be, at a future date, generally 
available for prescription. This would not be to the 
best interests of physicians and patients. We 
would, therefore, prefer not to assume the respon- 
sibility for its promotion.” 
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At the present time the entire investigation is 
proceeding with the non-methylated derivative, 
sulfathiazol, which is particularly effective in the 
treatment of pneumococcal pneumonia, and, like 
culamethylthiazol, in the treatment of staphylo- 
coccal, gonococcal and other infections. Excellent 
results are being obtained by certain investigators 
in the treatment of clinical gonorrhea and other 
urinary infections.” 

Sulfathiazol, however, has proven so specific for 
staphylococcus infections that experimental clinical 
investigation has been hampered by the great de- 
mand among our profession for the drug to be used 
in desperate cases, so that the manufacturers have 
so far been unable to produce enough for their own 
research. I recently had occasion to observe its 
effect in an early case of perirenal infection where 
the only clinical evidence of the disease was a his- 
tory of furunculosis followed by tenderness in the 
costovertebral angle with a septic temperature and 
a high leucocyte count. Cystoscopic findings were 
negative. This patient recovered rapidly following 
its administration, although large doses of sulfani- 
lamide had been ineffectual! It is apparently much 
less toxic than the other members of this group of 
drugs, and will be, I am told, generally available 
the latter part of this summer. 

The future, therefore, looks very bright as far as 
chemotherapy in the urinary tract is concerned, 
but when therapeutic tests with these drugs do not 
bring early results, it would seem wise to have a 
urologist search for some form of possible urinary 
obstruction. 
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DISCUSSION 
A. W. Multhauf, M.D., El Paso, Texas 


For me to add anything further to the paper 
presented by our well-known friend, Dr. Bumpus, 
would be nothing short of ridiculous. He has 
treated the subject in his usual excellent manner. 
I thought, however, it might, in a general way, 
help all of us if in my discussion I briefly reviewed 
the usual group of urinary antiseptics which we all 
have used at one time or another during the last 
decade. 

An ideal urinary antiseptic, of course, should be 
one that can be administered by mouth or parenter- 
ally, that is well tolerated by the gastro-intestinal 
tract and that has definite bactericidal effects 
when excreted by the kidneys. 


Urotropin—The urine must be acid (pH 5.6 or 
less). A concentrated urine is necessary. This 
can be brought about by the limitation of fluids. 
Ammonium nitrate or chloride enhances its anti- 
septic value. The concentration in the urine must 
be 0.5% for the urine to be bactericidal. 


Pyridium—Urine containing eliminated pyridium 
has been shown not to have any consistent germi- 
cidal power. Raising or lowering the pH of the 
urine during the administration of the drug has no 
apparent effect on the germicidal power of the 
pyridium-containing urine. It, however, seems to 
have a definite soothing effect on inflamed mucous 
memberanes of the bladder. Pyridium eliminated 
in the urine appears to have a very definite effect 
in urinary tract infections caused by the staphylo- 
coccus. It further appears to inhibit the multi- 
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plication of hemolytic streptococci, but apparently 
has no effect on anaerobic streptococci. 


Acriflavine—The action of this drug is more 
pronounced when given in conjunction with an 
alkali (bicarbonate of soda). It is quite prone to 
produce gastro-intestinal disturbances. 


Caprokal (Hexylresorcinol)—Caprokal has lim- 
ited value in chronic infections, due to staph. albus, 
aureus and some strains of b-pyocyaneus. 


Ketogenic Diet—This treatment is unsatisfactory 
in the treatment of pyelitis during the acute febrile 
state. It is extremely difficult to use without hos- 
pitalization and the services of a dietician. 


Mandelic Acid—At least 15% of the patients can- 
not tolerate this drug. If carefully watched, the 
urine will frequently show numerous casts. Gross 
hematuria has been reported following its use. It 
should never be used in the presence of renal in- 
sufficiency. The urine must have a pH of 5.5 or 
less. This is the antiseptic of choice in strepto- 
coccus-fecalis infections. The dosage is 12 gm. per 
day. pH can be easily tested with methyl red. 

Sulfanilamide—At present this is the urinary an- 
tiseptic of choice. Sixty-five to 70% of bladder 
and upper urinary tract infections have been cured 
by sulfanilamide. It, like all others, fails in the 
presence of renal or bladder pathology, such as 
calculi, obstruction or impaired renal function. 
About 50 to 60 grains daily at the onset of the in- 
fection seem to be sufficient; then smaller doses 
(40) grs.) are quite effective. This usually gives a 
10 mg. per cent concentration in the blood serum. 
It is pertinent to note that more failures occur 
with its use in males than in females. This is prob- 
ably due to associated pathology in the prostate 
(prostatic infections). Concentration of sulfanila- 
mide in prostatic secretion is one-tenth less than 
in urine itself. Quite a wide varaition of tolerance 
outside of the urinary tract, both gastro-intestinal 
and systemic, exists. Gastro-intestinal symptoms, 
chiefly nausea and abdominal distress, are more 
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frequent in older people. Systemically, also more 
apparent in the aged is extreme fatigue, drowsi- 
ness, headaches, dizziness and dyspnea. Cyanosis 
and skin eruptions are rarely seen on moderate 
dosage. 

Bacteriologically, it does not have any apparent 
effect on B-proteus, Friedlander’s bacillus, B-pyo- 
cyaneus, streptococcus-fecalis or areobacteric areo- 
genis. Sulfanilamide should be given for two weeks. 
If the urine is not sterile by the end of this period, 
associated renal pathology exists or the infection is 
oo Rg streptococcus-fecalis or aredbacteric areo- 
genis. ‘ 

Sulfanilamide works equally well in alkaline or 
acid urine. This is distinctly advantageous on ac- 
count of the many mixed infections encountered in 
the urinary tract. 

Coecus infections are apparently not affected by 
either mandelic acid or sulfanilamide therapy. 
These infections respond best to neoarsphenamine. 
Marshal, et al, found that sulfanilamide is ab- 
sorbed from the intestinal tract within 4 hours, and 
that in administering a given daily amount of this 
drug in divided doses, it takes from 2 to 3 days to 
establish equilibrium between the amount ingested 
and the amount excreted. After equilibrium is es- 
tablished, almost 100% of the daily ingested 
amount can be found in the urine in the free and 
combined form (acetyl-sulfanilamide); therefore, 
when giving sulfanilamide you can anticipate 72 
hours to elapse before any marked clinical im- 
provement is apparent. About 50% of the sulfani- 
lamide is excreted in the urine in the inactive 
(acetate) state. It is well to limit urine output to 
1500 cc. daily to insure concentration. 

Remember that for the success of any drug used, 
sufficient kidney function is a prerequisite. 

The three postulates for the use of any urinary 
antiseptic are: 

1. Knowledge of type of infecting organism. 

2. Presence or absence of faulty drainage. 

3. Competent renal function. 





Further Notes on the Clinical Aspects of the Ultra 
Short Wave X-Ray 


ALBERT SOILAND, M.D. 
Los Angeles, California 


URING the past decade we have systematically 

developed our technique and acquired some 
experience with this type of x-ray service in malig- 
nant disease. This has been obtained through a 
600 KV Villard type transformer, energizing a 14- 
foot open-air x-ray tube (Lauritzen type), with the 
x-ray beam filtered through metallic factors equal 
to 1 millimeter of lead. The target-skin distance 
is 50 centimeters, yielding 15 r per minute, meas- 
ured in air, thus obtaining 40% depth dosage at 10 
centimeters below the surface. In accord with 
every investigation and undertaking one learns bet- 
ter in the school of practical experience. There- 
fore, we feel that we are now in a position to make 
comparisons from which certain conclusions can be 
drawn between clinical reactions to 600 KV and 
the standard 200 KV with which we share our 
routine work. At the onset we will postulate that 
in the treatment of the average primary carcinoma 


Read before The New Mexico Medical Society in Albuquerque, 
N. M., May 27-28-29, 1940. 


of the breast, with its usual glandular involvement, 
a total of from 4000 to 6000 r will be sufficient to 
sterilize the whole field, arrest the growth, and, 
not infrequently, accomplish all that can be ex- 
pected of any type of treatment, including radical 
surgery, and we agree that this can be accomplished 
by either 200 or 600 KV. With the former, how- 
ever, we get painful dermatitis of the skin, fear 
apprehension of everlasting x-ray damage, together 
with much adverse publicity from the patient, her 
friends and not infrequently from the doctor who 
refers the patient. While the end results may be 
equally satisfactory, if this type of patient is sub- 
jected to 600 KV radiation, the results are achieved 
with a minimum of the disagreeable objective and 
subjective symptoms alluded to. This in itself is 
our main reason for preference of 600 KV radia- 
tion. 

Radiation treatment of various diseases, espe- 
cially neoplastic growths, has taken such strides in 
the last few years that it has at the present time 
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become an established form of treatment. We feel 
that a distinct gain has been made in the treat- 
ment with short wave lengths by increasingly high- 
er dosage in that we are thus able to give a greater 
amount of x-ray energy, without the former un- 
toward effects on the individual patient alluded to, 
and, in addition, the higher voltage permits of 
depth dosage in a much shorter period of time. 


Modern departments of radiation therapy incor- 
porate the knowledge, skill and services of a physi- 
cist, who, with his cognizance of this specialty so 
difficult for the ordinary radiologist, has added 
materially to the stabilization of modern radiation 
therapy as an agent of precision in the treatment 
of neoplastic disease. 


We are now living in an era of rapidly developing 
supervoltage or short wave x-ray energy of the 
gamma type, and a conservative evaluation based 
on facts must be acquired before we can attain es- 
tablished and enduring results. Only in this way 
can a correct answer be found to this newer thera- 
peutic agent. 

During the pioneer period, when experimental 
work was being carried forward at the California 
Institute of Technology, we maintained a treatment 
contact with that institution, and this wealth of 
clinical experience added to that of our own service 
over a period of 10 years, we feel competent to ex- 
press our opinions and hopes on the clinical, eco- 
nomical and human sides of this question. 

In 1920, when we graduated from the 100,000 to 
the 200,000-volt x-ray apparatus, x-ray therapy 
climbed to a higher and more respected sphere in 
medical practice. During the following decade, the 
conviction continued to grow in the minds of radi- 
ologists here and abroad that although this dosage 
was not accomplishing the desired results in the 
deep-seated malignancies it added a strong rein- 
forcement to the lower voltages in the better treat- 
ment of certain superficial lesions. With the advent 
of the super short wave x-ray energy, we are still 
unable to be certain whether or not we have 
reached the goal our earlier experiences led us to 
expect. Certainly, the results obtained in remote 
and metastatic carcinoma have been beyond those 
secured with 200,000 volts, but even these are not 
curative enough to satisfy us. 

The astonishing effects in the treatment of many 
extrinsic and chronic superficial cancer lesions, ir- 
responsive to any known remedial agent, have 
convinced us of the efficacy of supervoltage treat- 
ment in this type of neoplastic disease. Considera- 
tion must be given, however, to the changing fac- 
tors of increased filtration, daily application, frac- 
tional dosage, and individualized attention under 
accurate r measurements which may make the 
voltage factor of less importance than anticipated. 

We have referred on previous occasions to vari- 
ous types of disease which respond most favorably 
to superradiation and certain illustrative cases are 
herewith presented to prove this point. 


It has been our experience, however, that the 
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most outstanding results have been obtained in 
that large group of insufficiently treated or radia- 
tion-resistant patients with large infiltrating and 
ulcerating lesions about the face and neck. Many 
of these patients, when seen, had been subjected to 
all sorts of applications, some over a period of 
years, and presented themselves with sclerotic, foul 
and devitalized surfaces. It is with cases of this 
character that supervoltage roentgen rays have 
proved most satisfactory and beneficial. There is 
a limit, of course, but combination of supervoltage 
irradiation with adequate electro-surgery will give 
satisfactory results in many seemingly hopeless 
cases. 
CASE RECORDS 


Case 1—Mrs. A. S. B. Diagnosis: Epidermoid 
carcinoma, Grade I, left cheek. Treatment: X-ray, 
600 KV; 150 r daily; total, 3000 r. Result: No 
recurrence to date. 


Case 2—Mr. B. L. Diagnosis: Squamous cell 
carcinoma, Grade II, right cheek. Treatment: 
X-ray, 600 KV; 150 r daily; total, 3000 r. Radium, 
300 mg. hrs. Result: No recurrence to date. 


Case 3—Mr.H.D. Diagnosis: Squamous cell epi- 
thelioma, Grade II, lower lip. Treatment: (1) 
X-ray, 600 KV; 150 r daily; total, 2900 r. (2) 
X-ray, 600 KV; 150 r daily; total, 3850 r. Radium, 
310 mg. hrs. total. Result: No recurrence to date. 


Case 4—Mrs. A. D. R. Diagnosis: Basal cell 
epithelioma, back of neck. Treatment: X-ray, 500 
KV; 300 r daily; total, 6000 r. Result: No recur- 
rence to date. 


Case 6—Mrs. M. R. R., age 63. Diagnosis: Low 
grade adenocarcinoma of endometrium. Descrip- 
tion of lesion: Cervix firm but smooth; bleeding 
from cervical canal; no pelvic masses. Treatment: 
Radium-intrauterine, total of 6075 r. High volt- 
age, 500 KV; 4 M. A.; 50 cm. target skin distance; 
0.8 Pb; 0.05 A; four ports; 1500 r each (300 r 
daily); total, 6000 r. Result: No recurrence. 


Case 7—Mrs. E. H. W., age 49. Diagnosis: Car- 
cinoma cervix uteri; epithelioblastoma, Grade 3. 
Description of lesion: Nodular infiltration, both 
anterior and posterior lips of cervix with extension 
to posterior vaginal wall; induration extending to 
right pelvic gland area, causing fixation; fundus, 
nodular and size of 4 months pregnancy. Treat- 
ment: Radium-intrauerine, 3200 mg. hr.; bomb 
3750 mg. hr.; 6950 r. total. High voltage, 185 KV; 
4M. A.; 50 cm.; % cu. 1 al; 300 r daily; total, 
3300 r. Supervoltage, 1800 r each (300 r daily); 
total, 7200. Result: No recurrence. 

Case 8—Mr. J. W. Diagnosis: Adenocarcinoma, 
Grade II, left kidney. Treatment: Supervoltage 
x-ray, 500 KV; 150 r daily; total, 3150 r. Exam- 
ination: X-ray (KUB), left kidney enlarged, right 
normal. Cystoscopy, bladder urine contained gross 
blood with clot at left ureteral orifice; some red- 
dening of bladder neck. Retrograde pyelograms, 
left kidney had appearance of new growth, right 
normal; left kidney had 25 cc. capacity on recheck. 
Urine, many pus and red blood cells. Results: Pa- 
tient returned to work (full time) in less than a 
year and has remained well and free from recur- 
rence to date. 


In conclusion, evidence points to the fact that 
the supervoltage treatment of neoplastic disease is 
a distinct improvement over the lower voltages in a 
selective group of cases. 


1401 So. Hope St. 
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MAN THE PUMPS! 


Now approaches the autumn of the year. The 
long hot days give way to the sharp coolness of 
the harvest nights. Dog days come, and a lazy haze 
softens the mountain vistas. The animals of the 
forest and field grow sluggish in their foraging. 
A winter is behind the next north wind. Wooing 
and mating time is a summer and a spring ago. 


But for the two-legs another season of wooing is 
at hand. Tender murmurs in the vale, teasing 
pleas in the voice boxes over national hook-ups— 
all say, ‘“‘won’t you vote for me?” Offers galore 
of better times, more money, sanity in government, 
economy in spending—all these and Heaven too! 
America must be saved from the Democrats, or 
Republicans. America is doomed if the Democrats 
are not returned to power, or if the rascals aren’t 
thrown out. 


Each organized group in the land is now the 
object of special, loving attention from the politi- 
cians. Each bloc of votes is now loved and es- 
teemed. There is a newly discovered halo on the 
brows of each of us who have paid our poll taxes. 
Great fellows today, and only yesterday we were 
wondering why in hell everyone seemed bent on our 
humiliation. A month ago the good old family 
doctor and his colleagues of the American Medical 
Association were practically Saturday night bums. 
good for pushing around. Now look at us, all back 
in Valhalla again! By golly, it’s great to be a hero. 
That bum stuff was kind of disheartening. 
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That bewildered look the doctor had when he 
was in the dog house has changed a bit since he 
realized that paying his poll tax gave him, in his 
turn, a rather effective weapon with which to do 
some pushing around on his own account. 

Man the pumps! 





PENALTY FOR PATRIOTISM 


Patriotism cannot be an isolated phenomenon, 
observed by the few for the benefit of the many. 
Numbers of the younger medical officers of the 
Army Medical Corps are about to be asked to give 
up their hard-won practices and go into the Army 
for service of a year or more. These men have 
served the cause of patriotism by studying and 
training for commissions and advancement. They 
have felt that this duty they owed to their country. 
But it appears that because of their diligence and 
patriotism they are to be penalized by being torn 
from their private practices, and sent away to 
serve in the emergency. At the same time, many 
other young physicians have never taken commis- 
sions, are not liable for service. Some of these men 
stand now in the fortunate position of having a 
good practice handed them. by the absence of their 
commissioned colleagues. A bitter undercurrent is 
developing. The young doctor required to abandon 
his livelihood to the man not called by the Army 
is bewildered and resentful over the end result of 
his supposed patriotic devotion to his country in 
time of peace. 

What has been said here is simply objective re- 
porting of the trend toward a rift that may be 
highly significant. The opinion must be given that 
somehow organized medicine should devise an 
equitable remedy and apply it—and not tomorrow. 





SMALLPOX IN ARIZONA 


It seems strange that a state with many medical 
and public health facilities should be burdened 
with a disease that may be so easily prevented. 
Yet, today, in Arizona we are still faced with the 
problem of controlling a disease that has been 
eliminated from many of the more populous states 
of the East. In 1930 there were 241 cases of 
smallpox reported in the state of Arizona. It is 
true that the cases were comparatively mild. But 
for how long can we be sure that this mild form 
which allays all our suspicions and lulls us into a 
false sense of security will not suddenly become the 
scourge of the middle ages or the phantom of 
death, which, without warning, took so many lives 
in one of our neighbooring states not so many 
years ago? We can never be sure until we know 
that we have an immunized and protected popu- 
lation. 

The simple and safe procedure of vaccination 
will prevent smallpox and possibly save the lives 
of many people. Every child should be vaccinated 
against smallpox early in infancy. Every person 
who has not been vaccinated should seek this pro- 
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tection. Vaccination does not always protect for 
life; therefore, every person should seek revaccina- 
tion if smallpox is prevalent in the community. 


In 1936 the Middle Atlantic states, two out of 
three of which have compulsory vaccination laws, 
with a combined population of over 27,000,000 peo- 
ple, had 0.0 cases of smallpox for each 100,000 
people. In the Mountain states, only one out of 
the seven of which has a compulsory vaccination 
law, with a combined population of only 4,000,000, 
there were 38.4 cases of smallpox for each 100,000 
people in 1936. That one comparison alone proves 
the need for and the protection offered by vac- 
cination. Education, medical and health organiza- 
tion and wise legislation will do much to remove 
smallpox from Arizona’s list of communicable dis- 
eases and place the state in a health classification 
equal to those states of the East. 

A vaccinated population is a protected popula- 
tion! —Fred P. Perkins, M. D. 





YOUR QUESTIONNAIRE 


Some time ago the Committee on Medical Pre- 
paredness of the American Medical Association 
sent each physician in the United States a ques- 
tionnaire. The purpose was to establish and cata- 
logue the availability of America’s doctors in case 
of war. Many of those queried sent their replies 
back by return mail. There remain thousands who 
have not yet taken the time to fill the blank and 
return it. To those this plea is addressed. 


At the request of the Surgeon Generals of the 
Army, the Navy, and Public Health Service, the 
questionnaire was devised and mailed to all medical 
men. The service thus offered the armed forces of 
the United States by the American Medical Asso- 
ciation is purely voluntary, and is proferred as a 
patriotic duty. Each physician receiving a ques- 
tionnaire should do his bit individually by answer- 
ing and returning the document immediately. This 
phase of national defense happens to be quite as 
important as the registering of men to fire guns, 
should be so regarded by those concerned. It is 
one phase that all of us may help with at present— 
and the best way to express a willingness to answer 
this call is to send in that questionnaire imme- 
diately. The address is: American Medical Asso- 
ciation, Committee on Medical Preparedness, 535 
North Dearborn Street, Chicago, Illinois. 





BIRTH RATE 


The United States birth rate dipped slightly 
last year after rising in 1937 and 1938, according 
to preliminary tabulations of the Census Bureau, 
Department of Commerce. 

A total of 2,262,726 births occurred last year, re- 
sulting in a birth rate of 17.4 births per each 1,000 
estimated population. In 1938, the birth rate was 
17.6, based on 2,286,962 births. The rate in 1937 
was 17.0. 
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The preliminary 1939 rate is approximately 5 per 
cent higher than the lowest birth rate recorded in 
the history of the birth registration area estab- 
lished by the Census Bureau in 1915. The low 
point was in 1933 when the rate was 16.5. Census 
officials cautioned that the slight increase report- 
ed in recent years cannot be taken as assurance 
that the gradual decline of the birth rate has been 
checked. 


New Mexico, with a rate of 33.7, had the highest 
birth rate reported last year. Other states with 
high birth rates were Arizona, 26.0, Mississippi, 
25,6, and Utah, 25.1. 

The lowest preliminary rate reported last year 
was New Jersey where the rate was 13.0. Other 
states that had low birth rates were Connecticut, 
13.5, Massachusetts, 13.6 and New York, 14.4. 

Sixteen states and the District of Columbia 
showed an increase in the birth rate last year over 
1938. A decrease during the same period was re- 
ported by twenty-seven states, and in five states 
there was no change. Greatest increases in the 
birth rate were reported for the District of Colum- 
bia, Delaware, Florida, and South Carolina. Larg- 
est decreases were shown in Mississippi, Arkansas, 
and Illinois. 


Birth rates of the Southwest states for 1939 and 
1938 follow: 


State 1939 1938 
26.4 
33.9 


19.6 


New Mexico 





INFANT DEATH RATE 


The lowest infant death rate in the nation’s his- 
tory was recorded in 1939, according to prelimi- 
nary tabulations made public by the Census Bureau, 
Department of Commerce. 


The 1939 infant death rate of 48.0 deaths per 
one thousand live births is based on 108,532 deaths 
of infants under one year of age. In 1938 there 
were 116,702 deaths which resulted in a rate of 
51.0. The 1937 rate was 54.4 based on a total of 
119,931 deaths. The record-breaking mark of 1939 
represents the culmination of two decades of gen- 
eral decrease in infant mortality. 


Decreases in the infant mortality rate in 1939, 
compared with the previous year, were reported by 
forty-two states and the District of Columbia. The 
rate rose during the same period in six months. 
Minnesota’s rate of 35.4 was the lowest last year. 
New Mexico, with a rate 109.3 and Arizona, 95.5, 
reported the highest rates last year. 


Infant mortality rates of the Southwestern states 
for 1939 and 1938 follow: 


State 1939 1938 
98.8 
108.7 


65.1 


New Mexico 
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Monday, August 26, 1940 — 


9:00 a. m.—Presentation of orthopedic cases from 
Sage Memorial Hospital, Joseph Madison Greer, 
Phoenix, Ariz. 


9:45a.m.—‘“Cancer of the Breast—A Surgeon’s 
Viewpoint,” E. Payne Palmer, M.D., Phoenix, 
Ariz. 


30 a. m.—Demonstration of Albee-Comper frac- 
ture table, Adrian Comper, Pittsfield, Mass. 


2:00 p. m—‘“Biophysiological Relations of Treat- 
ment in Fracture of the Neck of the Femur,” 
Fred H. Albee, M.D., New York, N. Y. 


2:45 p.m.—‘“‘The Treatment of Generalized Peri- 
tonitis,’ Donald Collins, M. D., Los Angeles, 
Calif. 


3:30 p.m.—‘“Various Forms of Cancer Found in 
General Practice, with Discussion of Treatment, 
Illustrated with Lantern Slides,’ C. Hiram 
Weaver, M.D., Los Angeles, Calif. 


10: 


Tuesday, August 27, 1940 


9:00 a. m.—‘“Electrosurgical Obliteration of the 
Gallbladder” (Report of 921 Cases), Max Thor- 
ek, M.D., Chicago, Il. 


30 a.m.—“Infective Lesions of the Colon, as 
Ulcerative Colitis and Other Specific Types,” 
William H. Daniel, M. D., Los Angeles, Calif. 


2:00 p.m.—‘Present Status of Endocrinology in 
General Practice,’’ Henry Turner, M.D., Okla- 
homa City, Okla. 


10: 


THE FIFTH HARLOW BROOKS | 
MEMORIAL NAVAJO CLINICAL 
CONFERENCE 


SAGE MEMORIAL HOSPITAL 


GANADO, ARIZONA 
August 26-27-28, 1940 


PROGRAM 


2:45 p.m.—“‘The Evolution and Present Status of 
the Relationship Between Organized Medicine 
and the Industrial Commission in the Adminis- 
tration of the Workman’s Compensation Law in 
Arizona,” Ralph F. Palmer, M.D., Phoenix, Ariz. 


3:30 p.m.—‘‘Some Phases of Geriatrics,” E. For- 
rest Boyd, M. D., Los Angeles, Calif. 


Wednesday, August 28, 1940 


8:30 a.m.—‘“Some Unpublished Ideas on Thyroid 
Surgery,” Buell H. Sprague, M.D., Los Angeles, 
Calif. 


9:15a.m.—‘“Breasts Which Are Too Large or Too 
Small; How May They Be Corrected,” H. O. 
Bames, M.D., Los Angeles, Calif. 


10:00 a. m.—“Anesthesia,”” Wm. W. Hutchison, M. 
D., Los Angeles, Calif. 
10:45 a.m.—“The Clavicle; Its Injuries and Treat- 


ment,” Steele F. Stewart, M.D., Los Angeles, 
Calif. 


2:00 p.m.—Colored Motion Pictures Showing 
Technique of Gallbladder Subserous Dissection 
and Lipidol Injection of the Common and He- 
patic Ducts, J. H. Patterson, M.D., Phoenix, Ariz. 


2:45 p.m.— ‘Mosaic Inlays and Peg Crafts in Re- 
construction Surgery” (H Graft -of Patella), 
Fred H. Albee, M.D., New York, N. Y. 


3:30 p.m.—*Pelvic Fractures; Treatment by Trac- 
tion and Counter Traction,” Alfred Edward Gal- 
lant, M.D., Los Angeles, Calif. 
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Attention, Please ! 


ARIZONA PHYSICIANS URGED TO GIVE PROMPT ATTEN- 
TION TO QUESTIONNAIRE MAILED TO ALL DOCTORS 
BY THE MEDICAL PREPAREDNESS COMMITTEE OF 
THE AMERICAN MEDICAL ASSOCIATION 


LETTER and questionnaire have been mailed all physicians in Ari- 
zona from the Medical Preparedness Committee of the American 
Medical Association. Arizona physicians are urged to give the question- 
naire from the American Medical Association prompt attention, as the 
entire medical preparedness program of the A. M. A. will revolve around 
the data obtained. 


The United States is not at war with any nation; we devoutly trust 
that she will not become so engaged. Yet the world situation is so 
serious that our government is outlining a preparedness program to meet 
all challenges. If conscription becomes necessary, every effort will be 
made by the government to assign physicians to work for which they 
have indicated they are best suited. The questionnaire from the A.M. A. 
was sent out to give physicians the opportunity for expressing their 
preferences. The A.M.A. will hold in strict confidence all data supplied 
by means of the questionnaire. Those who ignore the questionnaire will 
naturally take the chance of being assigned to any kind of service, with 
less possibility of rendering aid where best qualified or where most desired 
by the physician. 


IF YOU HAVE NOT RETURNED YOUR QUESTIONNAIRE TO THE 
A.M.A., DO SO AT ONCE, FOR THE NATION, AS WELL AS THE 
A.M.A., WANTS TO KNOW WHAT ARIZONA MEDICINE IS GOING 
TO DO IF AND WHEN WAR COMES. THE AMERICAN MEDICAL 
ASSOCIATION IN BEHALF OF THE THE MEDICAL PROFESSION, 
THROUGH VOTE OF THE HOUSE OF DELEGATES, HAS OFFERED 
ITS SERVICES TO THE GOVERNMENT. LET THE INDIVIDUAL 
PHYSICIAN RESPOND AT ONCE TO ALL REQUESTS. 


fas. § dram. 


Chairman, Committee on Medical Preparedness. 


Arizona State Medical Association. 
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FIFTY-EIGHTH ANNUAL SESSION 
OF THE 
NEW MEXICO MEDICAL SOCIETY 


Albuquerque, N. M., May 27-29, 1940. 


PRELIMINARY REPORT 


All previous records for registration and attend- 
ance at annual meetings ofo the society were far 
passed, a total of 159 signing as present at this, the 
fifty-eighth annual session. 

Comparison with annual sessions held at Albu- 
querque in 1935, when 119 were present, and in 
1931, when a total of 107 registered, is interesting 
and reflects perhaps both the growth of the soci- 
ety and also the increased interest taken by the 
profession in the state metings. 


The Bernalillo County Medical Society, the hosts, 
had assembled a fine scientific program and pro- 
vided entertainment for the visiting physicians and 
their wives in such a way as to leave naught but 
pleasant memories after the ball was over. 


Through the splendid efforts of the various com- 
mittes headed by Dr. B. F. Roberts as general 
chairman, the fifty-eighth annual meeting of the 
society goes down into history as the best yet, set- 
ting a standard which it will indeed be difficult 
to equal in the years to come. 


The committes were composed of: 
Scientific Program: 
Dr. M. K. Wylder, Chairman 
Dr. J. W. Hannett 
Dr. R. W. Mendelson 
Dr. J. D. Lamon 
Scientific and Commercial Exhibits: 
Dr. J. Lamon 
Social and Entertainment: 
Dr. H. L. Brehmer, Chairman 
Dr. P G Cornish, Jr 
Dr. J. R. Van Atta 
Dr. William H. Woolston 
Dr. E. E. Royer 
Financial Committee: 
Dr. Carl Mulky, Chairman 
Dr. I. B. Ballenger 
Dr. H. L. January 
Dr. E. C. Matthews 
Dr. W. A. Gekler 
Registration Committee: 
Dr. M. P. Beam, Chairman 
Dr. R. M. Riley 
Dr. H. L. Bass 
Dr. M. G. Rosenbaum 


In his presidential address, Dr. W. B. Cantrell 
(Gallup), cited reasons why physicians oppose com- 
pulsory sickness insurance, stating that “a bureau- 
cratic system has no place in a democratic state 
and that such a system would put a burden on the 
low income group which is least able to bear it, 
would not reach the indigent class and would lend 
itself to political manipulation.” . 


BUSINESS TRANSACTED 


New members admitted: 
Dr. James P. Turner, Carrizozo. 
Dr. Archie S. Horn, Mountainair. 
Dr. Virginia V. Voorhies, Dixon. 
Dr. Harry E. Bielinski, Member at Large. 


Other applicants for membership, action de- 
ferred pending investigation of credentials: 


Dr. Roy W. Day, Magdalena. 
Dr. G. E. Maxwell, Socorro. 


Motions Presented and Passed 


That Section five of Chapter [IX of the By-Laws 
be changed in accordance with suggestion of the 
American Medical Association to read as follows: 


“Each County shall be the judge of the qualifica- 
tions of its own members, but as such Societies are 
the only portals to this Society and to the Ameri- 
can Medical Association, every reputable and legal- 
ly registered physician who is a citizen of the 
United States, a graduate of a medical school in 
good repute and who does not practice or claim to 
practice, nor lend his support to any exclusive sys- 
— = medicine, shall be eligible to apply for mem- 

rship.”’ 


Approval of secretary’s action in sending tele- 
grams to legislators in Washington, D. C., protest- 
ing against H. R. 8963, which would give chiroprac- 
tors the right to treat injured federal employes who 
are entitled to benefits under the provisions of the 
United States Employes’ Compensation Act. 


That the House of Delegates go on record as fa- 
voring full support toward carrying on the fight 
for the passage of a basic science law. 





ANNUAL REPORT OF MEMBERSHIP 
by SECRETARY-TREASURER 
PROCEEDINGS FIFTY-EIGHTH ANNUAL MEETING 
NEW MEXICO MEDICAL SOCIETY 
Albuquerque, New Mexico 
May 27, 1940. 
Aubuquerque, New Mexico. 
House of Delegates: 
I hereby render a report of the affairs of this office of 
Secretary-Treasurer for the term ending with this session: 


At the meeting held in Gallup, New Mexico, May 11th, 
_ there were no members dropped for non-payment of 
ues. 


Members in the Society at this time are as follows: 


















































1939 1940 

Bernalillo County 49 51 
Chavez County 16 17 
Colfax County oe 15 
Curry County 15. 14 
Dona-Ana County 13 13 
Eddy County ; 15. 18 
Grant County 10 10 
Luna County. . 6 5 
Lea County ll 9 
McKinley County ——.. 12. 11 
Quay County 6 6 
San Miguel County —_.. 8 13 
Santa Fe County - ... 19. 27 
Taos County __ 4 3 
Union County 2 3 
Members-at-large —. __. 21 20 
Total in good standing at this date... 235 


Four applications for membership were received to be pre- 
sented at this meeting and to be acted upon by the Council. 


Death of four members were noted as follows: 


Dr. E. W. Johns, Albuquerque, N. M........-March 24, 1940 
Dr. D. D. Swearingin, Roswell, N. M.._...._January 15, 1940 
Dr. F. D. Vickers, Deming, N. M.....________ July 27, 1939 
Dr. W. H. Livingston, Santa Fe, N. M.........__May 25, 1940 


Respectfully submitted, 


L. B. COHENOUR, M. D. 
Secretary-Treasurer. 
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ANNUAL REPORT OF FINANCES 
by SECRETARY-TREASURER 
May 27, 1940. 
Council New Mexico Medical Society, 
Gentlemen: 
I hereby submit a report of the financial affairs of the 
New Mexico Medical Society, ending this date: 
Balance on hand at annual report, May 11, 1939... $2121.16 
Delinquent dues collected from 41 members._.......__ 410.00 
Annual dues collected from 235 members for 1940... 2350.00 
Dues collected twice by mistake from Drs. Thompson 











and Masten —_.... .00 
Total cash received to May 27, 1940... $4901.16 
DISBURSEMENTS 
Reporter for 1939 meeting, balance of one-half fee_ 75.00 
Secretary’s Salary for 1939-1940_. eeeS —— CL 
Treasurer’s bond for 1939-1940....._._»»>_>> SESE 5.00 
Southwestern Medicine for 257 b 514.00 
Dr. R. O. Brown legislative fund for 269. 1345.00 
DeVeau Typewriter Shor for purchase of Underwood 
typewriter __. 108.00 
Walsh Printing Co. “(400° ‘letterheads and 250—3c 
stamped envelopes) . bates 15.00 
wh ” (300 3x5 plain “cards)- ae sina 1.25 
* 300—3c stamped envelopes. 18.37 
sspnaeiauen: ‘Nat'l Bank (Check book and checks). 2.73 
Jessie Blessum (250 mimeographed letters). a 4.59 
Western Union (24 telegrams to legislators in 
Washington, D. C. 46.87 
M. J. Poppen, Sec., Colfax Co. “Society—Refund ‘of 
dues paid twice, Dr. Thompson and Dr. Masten 20.00 


Valliant Printing Co. (printing charter for Eddy 
Co. Society) —..._ 3.50 











Reporter to state meeting, “one-half in. “advance. 75.00 
Total disbursements ~~ .....____.._.. 3534.52 
ee 2366.64 

OUTSTANDING INDEBTEDNESS 

Southwestern Medicine for ny for 227. een aan 

Secretary’s salary for 1940-1941...._ “ 300.00 

Reporter for 1940 meeting, Salama E— ee 75.00 

Treasurer’s bond for 1940-1941_._____-- 5.00 

| | 
| Approximate total indebtedness _......0.0..0000......__ 834.00 
| Expected balance after all bills are paid_—._____ 1492.64 


Respectfully submitted, 


(Signed) L. B. Cohenour, M. D., 
Secretary-Treasurer. 











COMMITTEE APPOINTMENTS AND REPORTS 


Committee on Necrology: 


Dr. C. A. Miller (Las Cruces), Chairman 
Dr. Carl H. Gellenthien (Valmora) 
Dr. L. F. Elliott (Albuquerque) 


presented Resolution: 


“WHEREAS, The New Mexico Medical Society 
has suffered the misfortune of losing four of its 
esteemed members by death during the past year, 

Therefore, Be It Resolved, That this Society ex- 
press its sincere regrets and extend its sympathy 
to the families of the deceased: 


Dr. E. W. Johns, Albuquerque............ March 24, 1940 
Dr. D. D. Swearingin, Roswell........ January 15, 1940 
Dr. P. BD. Vicars, TIGGRMNG.........<.-......----0: July 27, 1939 
Dr. W. H. Livingston, Santa Fe.............. May 26, 1940 


Be It Further Resolved, That this Resolution be 
inccrporated in the minutes of the Society and 
copies thereof sent to the families of the deceased 
members.” 


Action taken by Society—Resolution approved. 


Committee on Resolutions: 


Dr. Allen P. Terrell (Hobbs), 
Dr. Wallace P. Martin (Clovis) 
Dr. H. L. January (Albuquerque) 


presented Resolutions: 


Resolution No. 1 
WHEREAS, The New Mexico Medical Society is 
completing its three-day annual convention in the 
City of Albuquerque, and 


Chairman 
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WHEREAS, It has during its stay here been the 
recipient of every courtesy and consideration pos- 
sible, from the Hilton Hotel which has made its 
stay more pleasant and more profitable, 

Now, Therefore, Be It Resolved That: The New 
Mexico State Medical Society extends its thanks to 
the Hilton Hotel for their many courtesies and out- 
standing hospitality, 

And Be It Further Resolved That This Resolu- 
tion be spread upon the minutes of the meeting of 
— ed and copy sent to the above mentioned 

otel. 


Resolution No. 2 

WHEREAS, The officials of the City of Albu- 
querque have contributed immeasurably to the en- 
joyment of our stay in the city, and 

WHEREAS, They have unstintedly given an add- 
ed measure of consideration for the many infrac- 
tions of municipal rules and regulations, and 

WHEREAS, We are profoundly cognizant of our 
unworthiness of these many courteous benefactions, 

Now, Therefore, Be It Resolved, That we do here- 
by make this feeble effort to repay at least the in- 
terest on their doubtful investment in our civic 
behavior, 

And Be It Further Resolved, That a copy of this 
Resolution be sent to the Legislative, Judicial and 
Executive branches of the Municipal Government 
of the City of Albuquerque. 


Resolution No. 3 

WHEREAS, The Bernalillo County Medical So- 
ciety, by dint of hard work, coupled with a sincerity 
of purpose rarely equaled, has cooperatively ren- 
dered a program of incomparable benefit to the 
State Medical Association of New Mexico, and 

WHEREAS, They individually and collectively 
have expressed a quality of fraternal and civic 
solicitude and hospitality to all members of the 
medical profession assembled here, 

Now, Therefore, Be It Resolved, That the sincere 
appreciation of their efforts and success and ac- 
complishment be and is hereby expressed by the 
Resolution Committee, and 

Be Is Further Resolved, That copies of this Res- 
olution be sent to the president of the Bernalillo 
County Medical Society and a copy retained for 
the archives of the State Society. 


Resolution No. 4 

WHEREAS, The Fifty-eighth Annual Meeting of 
the New Mexico Medical Society has been charac- 
terized not only by a scientific program of great 
worth but likewise by outstanding social enjoy- 
ment, 

AND WHEREAS, We as members of the New 
Mexico Medical Society appreciate the great con- 
tribution made by the Ladies Auxiliary to the suc- 
cess of the meeting, 

Now, Therefore, Be It Resolved, That the New 
Mexico Medical Society express its heartfelt appre- 
ciation and thanks to the ladies of the members of 
the Bernalillo County Medical Society for their un- 
remitting and very successful efforts, which have 
so greatly contributed to the success and enjoy- 
ment of this meeting. 

Signed: 
ALLEN P. TERRELL, 


Committee. 
New Mexico Medical Society 
In Annual Session at Albuquerque, New Mexico 
May 28, 1940. 


Action taken on Resolutions—approved. 
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COMMITTEE APPOINTMENT 


Committee on Public Policy and Legislation: 


Drs. R. O. Brown (Santa Fe), Chairman 
Cc. H. Gellenthien, Valmora 
J. M. Doughty, Quay 
J. M. Winchester, Clayton 
H. L. Watson, McKinley 
‘W. A. Gekler, Bernalillo 
R. L. Bradley, Chaves 
Cc. D. Elliott, Colfax 
W. P. Martin, Curry 
L. 8S. Evans, Dona Ana 
A. P. Terrell, Lea 
J. C. Mitchell, Grant 
G. T. Colvard, Luna 
A. C. White, At Large 


ELECTION OF OFFICERS 
President-elect—Dr. Carl Mulky, Albuquerque. 
Vice-president—Dr. W. P. Martin, Clovis. 
Secretary-Treasurer—Dr. L. B. Cohenour, Albu- 

querque (Re-elected). 
Councillors for Three Years: 
Dr. J. E. J. Harris, Albuquerque. 
Dr. C. A. Miller, Las Cruces (Re-elected). 


Delegate to A. M. A—Dr. H. A. Miller, Clovis. 
Alternate—Dr. W. B. Cantrell, Gallup. 
Meeting Place 1941—Raton. 
Board of Managers, Southwestern Medicine (Ap- 
pointed by the Council): 
Dr. George T. Colvard, Deming. 
Dr. W. B. Cantrell, Gallup. 


SOCIAL FEATURES AND NOTES 


Guests on arrival at headquarters in the Hilton 
Hotei were greeted by Mmes. Carl Mulky, J. D. 
Lamon and B. F. Roberts. 


On Monday evening, the ladies were guests of 
the Women’s Auxiliary at a buffet supper at the 
Alvarado Hotel, thus leaving the members of the 
sterner sex free to attend the traditional buffet 
supper and smoker, without which the Annual 
Meeting would be incomplete. 


At the Smoker, the physicians were entertained 
by Dr. Richard L. Sutton, Jr., of Kansas City, who 
gave a very delightful and vivid description of his 
trip to the Arctic. Interesting accounts of a bull- 
fight in Mexico City were portrayed by Dr. J. R. 
Jeager of Denver. Before “Auld Lang Syne,” other 
features were presented and thoroughly enjoyed. 


On Tuesday afternoon, a tea was given at the 
Alvarado Hotel in honor of the wives of the visit- 
ing physicians, with Mrs. J. W. Hannett in charge, 
assisted by Mmes. Carl Mulky, L. F. Elliott and P. 
G. Cornish. 


From 5:30 to 8 p. m., Dr. M. K. Wylder was host 
at his home for all doctors and visitors in the city 
for the convention preceding the Dinner Dance. 
In the absence of Mrs. Wylder, who was ill and a 
patient at the St. Joseph Hospital, Mrs. Carl Mulky 
and Mrs. J. Justin de Praslin acted as hostesses. 


The Dinner Dance, held at the Hilton Ballroom, 
on Tuesday evening, was also a very enjoyable oc- 
casion, and enthusiastically participated on by the 
older members as well as the younger set. 

Dr. and Mrs. Clay Guinn of Carlsbad, formerly 
of Albuquerque, were house guests of Mr. and Mrs. 
Allen M. Tonkin. ; 

Dr. and Mrs. Philip Travers of Santa Fe were 
guests of Dr: and Mrs. Mark P. Beam. 

Dr. Frederick Wetherell, professor of surgery at 
Syracuse University, was the guest of Dr. and Mrs. 
Harry Schoeneck. 

Dr. and Mrs. Dan Stine of Columbia, Mo.; Dr. 
B. Raney of Los Angeles, and Dr. Richard Sutton, 
Jr., of Kansas City, were house guests of Dr. and 
Mrs. M. K. Wylder. 
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On the eve of the convention, word was received 
of the death of Dr. W. H. Livingston of Santa Fe, 
who had ben a prominent member of the Society 
for many years. Dr. Livingston had been a regular 
attendant at the Annual Meetings and news of his 
passing came as a shock to his many friends at 
the convention. 


Unusually fine exhibits of the latest surgical 
equipment were on display around the mezzanine 
floor of the Hilton Hotel, the various scientific and 
commercial exhibitors showing motion and techni- 
color films and — demonstrations of treatment 
methods. 


Dr. W. B. Cantrell, Gallup, early earned the sobri- 
quet of “Speed” by his efficient technique in speed- 
ing up proceedings and handling the order of the 
day as presiding officer. On the morning of the 
last day it seemed as if the closing sessions must 
drag on account of the big Coronado Centennial 
Parade and possible lack of attendance, but “Speed” 
was equal to the occasion and the meeting went 
through as per schedule without his threatened 
solo, “Springtime in the Rockies.” 


Among the out-of-state visitors were two “old 
faithfuls’” who regularly attend the New Mexico 
meetings—Drs. Crum Epler (Pueblo, Colo.) and 
Paul Gallagher, El Paso, Tex. While perhaps not 
as active participants in discussing scientific pa- 
pers as in former days, they still go in and pitch if 
their praise or censure is aroused. 


The boys from Gallup had their usual bit of fun 
and a good laugh when, with the aid of the genial 
hotel clerk, they connived to have Dr. Paul as- 
signed to room No. 606. 


Looking over the register, the following names 
appear: 

Drs. Anthony, William, Gallup, N. M. 
Adams, F. S., Pueblo, Colo. 
Adler, S. W., Albuquerque, N. M. 
Austin, Frank H., Carlsbad, N. M. 
Ambler, C. J., and wife, Mountainair, N. M. 
Batson, C. C., McLean, Tex. 
Bernstein, S. L., Santa Fe, N. M. 
Bowen, Sarah, Dixon, N. M. 
Berchtold, V. E., and wife, Santa Fe, N. M. 
Bielinski, H. E., Vaughn, N. M. 
Breck, Louis W., El Paso, Tex. 
Burton, S. L., Albuquerque, N. M. 
Bassel, P. M., and wife, Temple, Tex. 
Bumpus, H. C., Pasadena, Cal. 
Beeson, C. F., Roswell, N. - 
Brown A. E., ns, _ 
Bradley, R. ie Roswell, 
Blair, H. H., and wife, ine, 
Beam. M. P., Albuquerque, N. M. 
Berk, J. Henry, Albuquerque, N. M. 
Ballenger, I. B., Albuquerque, N. M. 
Brown, R. O. and wife. Santa Fe, N. M. 
Bass, H. L., Albuquerque, N. M 
Balyeat, Roy M., Oklahoma city, Okla. 
Brehmer, H. L., Albuquerque, N. M. 
Cohenour, L. B. and wife, Albuquerque, N. M. 
Connor, Paul J., Denver, Colo. 
Campbell, E. A., Gallup, N. M. 
Cornell, H. M. and wife, Dulce, N. M. 
Cantrell, W. B. and wife, Gallup, N. M. 
Colvard. G. T. and wife, Deming, N. M. 
Cornish, P. G., Albuquerque, N. M. 


M. 
Clausen, A. R., Albuquerque, N. M. 
Dixon, George. Tucson, Ariz. 
Epler, Crum, Pueblo, Colo. 
Elliott, L. F., Albuquerque, N. M. 
Elliott, C. B., Raton, N. M. 
Evans, A. J., Santa Fe, N .M. 
Espinosa, Tobias, Espanola, N. M. 
Farness, O. J., Tucson, Ariz. 
Fiske, Eugene W., Santa Fe, N. M. 


Ariz. 


Finney, R. H., Pueblo, Colo. 

Frisbie. Evelyn P. 7. sm N. M. 
Fall, H. V., Roswell, M. 

Gardero, J. L y N. M. 


Gwinn, Clay and wife, Carlsbad, N. M. 
Goldbl  \ ri, N. M. 

Gekler, W. & Albuquerque, N. M. 

Garent, H. , Albuquerque, N. M. 
Gallenthien, % H. and wife, Valmora, N. M. 
Gallagher, Paul and daughter, El Paso, Tex. 
Gonzales, S. M., Santa Fe, N. M 
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Glasier, W. F., Carlsbad, N. M. 
Giere, C. N., El Paso, Tex. 
Goodwin. Frank, El Paso, Tex. 
Gore, G. J., Albuquerque, N. M. 


Hnikle, R. 


Hannett, J. W., Albuquerque, N. M. 

Harris J. E. J., Albuquerque, N. M. 

Hunt. Verne C., Los Angeles, Cal. 
Hemming, L. 8. and wife. Bernalillo, N. M. 
Hollis, R. G., Taos, N. M. 

Hart, C., Dawson, N. M. 

Hart, George A., Albuquerque, N. M. 
Johnson. B. A., Santa Rita, N. M. 

Jordan, 8. I., El Paso, Tex. 

January, H. L., Albuquerque, N. M. 


Jaeger, J. R., 


Johnson, L. W. and wife, Roswell, N. M. 
Jackson, Robert L.. Iowa City, Iowa. 
Johnson, H. B. and wife, Hot Springs, N. M. 
Kessler, Claude C., Albuquerque, N. M. 
Kaser, W. E., Las Vegas, N. M. 

Kisner, J. C., Albuquerque, N. M. 

Keyser, B. B. and wife, Madrid, N. M. 
Lamon, J. D., Albuquerque, N. M. 
Lawrence, G. P., Albuquerque, N. M. 
Lazard, E .M., Los Angeles, Cal. 

Long, Julian O., Albuquerque, N. M. 
Lovelace, W. R., Albuquerque, N. M. 

Leslie, Fred, Hot Springs, N. M. 

Lawrasun, D. L., Albuquerque, ‘ 
Lingerfelter, G. P. and wife, Denver, Colo. 
Levin, Dr. A. L. and wife, New Orleans, La. 
Lynch, K. D., El Pasc, Tex. 

Marshall, I. J. and wife, Roswell, N. M. 
Maynard. Carl, Pueblo, Colo. 

Miller, C. A., Las Cruces, N. M. 

Mendelson, R. W., 
Morrison. George, Roswell, N. M. 

Martin, Wallace P., Clovis, N. M. 

Mortimer, H. M., Las Vegas, N. M 

Maldonado, Jose and wife. Santa Fe, N. M. 
McIntyre, E. F., and wife, Santa Fe, N. M. 
Murphy, A. G., Ignacio, Colo. 

Montenyohl. E. A, El Paso, Tex. 

Moir, J. G. and wife, Deming, N. M 

Mitchell, John C. and wife. Silver City, N. M. 
Mason, C. H. and wife, El Paso, Texas 
Multhauf, A. W, Ei Paso, Texas 

Mulky, Carl, Albuquerque, N. M. 

Monaco, D. F., Gallup, N. M. 

Miller, H. A., Clovis, N. M. 

Albuquerque, N. M. 

McBride, W. E, Las Cruces, N. M. 

Matthews, E. C., Albuquerque, N. M. 

Myers, John W., Albuquerque, N. M. 

Olsen, O. E., Albuquerque, N. M. 

Pattee, G. J. and wife, Denver, Colo. 

Pate. H. D., Carlsbad, N. M. 

Peters, L. S., Albuquerque, N. M. 

Pangman, W. J. and wife, El Paso, Tex. 
Phillips, K. J.. Temple, Tex. 

Patterson, J. H., Albuquerque, N. M. 
Pousman, R. H., Rehoboth, N. M. 

Peacock, W. H. and wife, Farmington. N. M. 
Rife, D. W., Santa Fe N. M. 


Miles, L. M.., 


Rice, L. T. 


Rosenbaum, M. 


Smith, 


Schaff, B., Santa Fe, N. M. 

Scott, A. C., Jr., Temple, Tex. 

Stofer, J. w., and wife, Gallup, N. M. 
Stevenson, W. H. and wife, El Paso, Tex. 
Slarna, J., Las Vegas, N. 

Speed, H. K., Jr., Clovis, N. M. 
Salsbury, C. G., Ganado, Ariz. 
Sethman, Henry T. and wife, Denver, Colo. 
Stewart, A. B., M. 

Smith, Hugh, Memphis, Tenn. 

Soiland, Albert, Los Angeles, Cal. 

and wife, Columbia, Mo. 

Tarn, J. D., Jr., Albuquerque. = M. 

Travers, P. L., Santa Fe, N. M. 

Turner, J. P., "Carrizozo, N. M. 

Tucker, G. E. and wife, El Paso, Tex. 
Thearle, W. H., Albuquerque, N. M. 

Townley, B., St. Louis, Mo. 

Terrell, A. P., Hobbs. N. M. 

Trombley, R. A. and wife, Albuquerque, N. M. 
Taurez, A. J., Albuquerque, N. M. 

Thompson, L. A., Springer, N. M. 

Uhley, P. M., Albuquerque, N. M. 

Voorhies, V. V.. Dixon, N. M. 

Van Atta, J. R., Albuquerque, N. M. 

von Briesen, F. D.. El > 
Wittwer, W. F. and wife, Los Lunas, N. M. 
Wier, D. T., Belen, N. M. 

Williams, D. B., Santa Fe, N. M. 


Stine, Dan G. 
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Ward, E. C., Santa Fe, N. M. 
Watson, H. T. and wife, Gallup, N. M. 
Williams, J. O., Roswell, N. M. 
White, A. C., Hot Springs, N. M. 
Wetherell, Fred S., Syracuse, N. Y. 
Walker, Glen, and wife, Wheeler, Tex. 
Watts, R. E., Silver City, N. 
Woolston, W. H., Albuquerque, N. M. 
Werner, W. I., Albuouerque. N. M. 
Wylder, M. K., Albuquerque, N. M. 
Zolk, W. J., United Pueblo Agency. 








Albuquerque, N. M. 


G., Albuquerque, N. M. 
Roberts, B. F., Albuquerque, N. M 
Royer, E. E., Albuquerque, N. M. 
Radcliffe, W. D. and wife, Belen, N. M. 
Riley, R. M., Albuquerque, N. M. 
Raney, R. B., Los Angeles, Cal. 

Sutton, Richard L., Jr., 

e % 


LABORATORY ESSAYS 





Mr. H., age 22, was seen on June 12, 1940, for 
the first time. He was complaining of pain in the 
right lower quadrant. There was a history of a 
large picnic meal eaten the previous day, which 
had produced fullness and discomfort that grad- 
ually progressed to nausea and vomiting several 
hours after eating. Thereafter he felt better and 
slept fairly well. 

On examination there was no fever and abnor- 
mality of the pulse. There was tenderness over the 
right lower quadrant on deep pressure, but no 
rigidity. The nausea had ceased and there had 
been no recurrence of the vomiting. The urine 
was normal. The blood count was: Total white 
cells, 9,600; lymphocytes, 23%; metamyelocytes, 
1%; stab forms, 17%; mature polys, 59%. 

Observed for several hours, there was no change 
in the clinical picture. A repeat blood count was: 
Total white cells, 8,500; lymphoocytes, 21%; meta- 
myelocytes, 1%; juveniles, 3%; stab forms, 18%; 
mature polys, 57%. 

Surgical interference was decided upon, largely 
influenced by the definite and progressive imma- 
turity of the leukocytes. 

On operation a definitely inflamed appendix was 
found and removed. Microscopic section showed 
the typical picture of acute inflammation with dif- 
fuse infiltration of leukocytes. 

This case is, of course, trite, and the experience 
has been repeated many times by all surgeons. The 
point for emphasis and comment concerns the 
blood count. 


For many years we have been aware of varia- 
tions in the morphology of polynuclear neutrophile 
leukocytes of the blood. We have come to learn 
that these variations are no more than expressions 
of the age of the cell, coupled with its reaction to 
noxious stimuli. 


The age variations express themselves mainly in 
the configuration and character of the nucleus, 
while the toxic effects are chiefly reflected by 
changes in the cytoplasm. 

One finds that there is a graduated development 
from the first recognizable neutrophilic cells (pre- 
myelocyte) to the typical mature neutrophile with 
a multilobulated nucleus. There is no sharp divid- 
ing line between the various stages of this develop- 
ment. Therefore, the cells are classified according 
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to the typical mid point in each stage as myelo- 
cyte, metamyelocyte, juvenile, stab form, and ma- 
ture polynuclear neutrophile. When the neutro- 
phile cells are thus classified in routine differential 
counts the pertinent information available to the 
clinician is greatly increased. In many instances 
it is only in this classification where any variation 
from the normal is encountered. Thus a blood re- 
ported as: Total white cells, 9,000; lymphocytes, 
25%, and polynuclears, 75%, is well within normal 
limits and is often misleading. The same count 
broken down thus: Total white cells, 9,000; lymph- 
ocytes, 25%; metamyelocytes, 2%; juveniles, 5%; 
stab forms, 10%, and mature polys, 58%, creates 
an entirely different picture and indicatess definite 
stimulation to the bone marrow, most probably due 
to infection. A knowledge of the immaturity of 
the leukocytes is valuable in many ways, not only 
in diagnosing questionable infection, but serving 
also as a prognostic aid during the course of many 
infections. It is an almost infallible aid in judging 
a patient’s ability to defend himself against infec- 
tion, often indicating accurately when it is neces- 
sary to employ artificial aid to stimulate the bone 
marrow to greater activity. 


These facts have been known, of course, for a 
number of years, and it is therefore surprising that 
so many times reports of blood counts make no 
mention of the degree of immaturity of the leuko- 
cytes. The illustrative case and the above remarks 
adequately indicate the value of this relatively 
simple addition to routine blood studies and should 
prompt physicians to insist upon utilizing this 
further assistance from the clinical laboratory. 

L. O. Dutton, M. D. 





COMMUNICATIONS 








Sir: 

Concerning the article on page 202 of the June 
issue of SOUTHWESTERN MEDICINE, we would 
like to offer a correction in the infant mortality 
statistics which were mentioned. The first para- 
graph of that article should read as follows: 


In Arizona in 1938, 98.8 babies out of 
each one thousand born alive died before 
they reached the age of one year. 


Enclosed is a vital statistics bulletin which deals 
with vital statistics for the year 1939. You will 
notice that the infant mortality rate is 87.4, a de- 
crease of 11.4. 

We would appreciate it very much if you would 
mention this error in vital statistics. The original 
mistake was made on the press release which was 
sent from this department for the month of May. 

F. P. PERKINS, M.D., 
State Superintendent of Health. 
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NEWS 








General 

Classification of physicians for military service 
has already begun, according to a statement in a 
recent issue of the New York State Journal of 
Medicine, official organ of 17,300 practicing physi- 
cians of New York:state. 

Dr. James M. Flynn, of Rochester, president of 
of the Medical Society of the State of New York, 
publishers of the journal, announced that the so- 
ciety stands ready to place all its facilities at the 
service of the government in time of national 
crisis. 

Dr. Flynn, himself an officer in the World War, 
named as members of a committee: Dr. Samuel J. 
Kopetsky, New York City, chairman, president- 
elect of the society; Dr. Louis I. Bauer, Hempstead, 
and Dr. Edward T. Wentworth, Rochester, all of 
whom saw service as military medical officers in 
what Dr. Flynn called “World War No. 1.” 

Dr. Kopetsky announced that the committee of 
which he is chairman has approved a state-wide 
survey to provide additional officers for the Na- 
tional Guard, or national army, and to furnish 
medical and sanitary service to industry on a war 
basis. He said that other matters for the com- 
m'‘ttee’s attention included care of refugees and 
exiled British and French children. ‘In the emer- 
gency of war,” said Dr. Kopetsky, “drafts on the 
physicians of the state must be conducted in such 
a way that no community is deprived of needed 
specialists or experts, and medical schools and hos- 
pitals will not be stripped of competent personnel.” 

“We must arrange matters,” continued Dr. Ko- 
petzky, ‘“‘so that the doctors who serve the country 
shall have their practice and personal interests 
safeguarded by their county societies. Finally, 
when the emergency is over, it should be the re- 
sponsibility of the profession to effect a properly 
guided demobilization to the end that the same 
type of high-grade medical care which our people 
now enjoy, under the impetus of private initiative 
and enterprise, may become again our accustomed 
medical practice.” 





There will be only one written examination given 
by the American Board of Ophthalmology during 
1941. This will be held in various cities throughout 
the country on March 8. 

Candidates enrolled in the preparatory group 
who have been advised that they will be eligible 
for examination during 1941 should make applica- 
tion at once to take this written examination. 

Application must be made on the regular blanks 
provided for the purpose and must be received in 
the board office before December 1, 1940. 

Oral examinations for 1941 will be held in Cleve- 
land, Ohio, during May or June, with the deadline 
for case reports February 1, 1941. Oral examina- 
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tions also will be held in October at a place to be 
announced later, with the deadline for case reports 
July 1, 1941. 

An examination also will be held on the Pacific 
Coast during 1941, providing a sufficient number 
of candidates make application for this special 
examination. 





The nineteenth annual scientific and clinical ses- 
sion of the American Congress of Physical Therapy 
will be held September 2 to 6, inclusive, at Hotel 
Statler, Cleveland, Ohio. This year there will be 
a departure from the usual arrangements, in that 
the mornings will be devoted to an instructional 
seminar with the scientific program presented 
afternoons and evenings. This enables pyhsicians 
to economize on time by attending both the in- 
struction course and the annual convention during 
the same week. The entire instruction schedule is 
elective in character. Registrants may pursue only 
the individual courses they desire. The complete 
course consists of 12 lectures from a diversified list 
of 48. The scientific program itself consists of 
papers, demonstrations and motion pictures cover- 
ing every branch of physical therapy. There will 
be a separate scientific program covering eye, ear, 
nose and throat subjects. Write for schedule, fees, 
etc., to the American Congress of Physical Therapy, 
30 N. Michigan Ave., Chicago, Il. 





The American Academy of Ophthalmology and 
Otolaryngology will hold its forty-fifth annual con- 
vention in Cleveland, October 6-11, with headquar- 
ters at the Hotel Cleveland. 

In the past year arrangements have been made 
to extend teaching activities to young physicians 
just entering on specialization. Home study courses 
are being prepared for any of these young men 
who wish to take them, and their work will be 
supervised by members of the academy interested 
in improving the calibre of specialists in America. 

The academy will honor Dr. Secord H. Large, 
Cleveland, who this year completes 30 years as 
comptroller of the organization. Dr. Large, as the 
honor guest of the meeting, will receive many spe- 
cial distinctions. 

Immediately following the academy meeting, 
there will be a Pan-American Congress of Ophthal- 
mology, October 11 and 12, which eye specialists 
from all the Latin-American countries are expected 
to attend. 

Dr. Frank Brawley, Chicago, is president of the 
academy, and Dr. Frank R. Spencer, Boulder, Colo., 
is president-elect. Vice-presidents are Drs. Arthur 
W. Proetz, St. Louis; Joseph F. Duane, Peoria, IIl., 
and Charles T. Porter, Boston. Dr. William P. 
Wherry, 1500 Medical Arts Building, Omaha, is ex- 
ecutive secretary. 





The United States Civil Service Commission has 
announced open competitive examinations to fill 
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positions of pathologist (medical), $3,800 a year, 
and veterinarian (research), $3,800 a year, in the 
Chemical Warfare Service, War Department, Edge- 
wood Arsenal, Maryland. The salary in each case 
is subject to a 3.5% retirement deduction. 


Applications must be on file in the commission’s 
Washington office not later than September 9, 
1940, if received from states east of Colorado, and 
not later than September 12, 1940, if received from 
Colorado and states westward. 


For pathologist applicants must have completed 
a 4-year college course with major study in biology 
or chemistry or must have graduated from a recog- 
nized medical school, and must have had appropri- 
ate experience in pathology, either human or ani- 
mal. 

For veterinarian applicants must have completed 
a course leading to a degree in veterinary medi- 
cine in an accredited veterinary medicine college, 
and must have had research experience in the field 
of animal pathology, and experience in the prac- 
tice of veterinary medicine, or meat inspection or 
disease control work. 

Further information regarding the examinations, 
and the detailed requirements, are given in the 
formal announcement. Announcements and appli- 
cation forms may be obtained from the secretary 
of the Board of U. S. Civil Service Examiners at 
any first- or second-class post office, or from the 
U. S. Civil Service Commission, Washington, D. C. 





The United States Civil Service Commission has 
announced open competitive examinations to fill 
medical officer positions in the United States Pub- 
lic Health Service and Food and Drug Administra- 
tion, Federal Security Agency; Veterans Adminis- 
tration; Civil Aeronautics Authority, Department of 
Commerce; and Indian Service, Department of the 
Interior. 

The examinations cover three grades with sal- 
aries ranging from $3,200 to $4,600, subject to a 
deduction of 3.5% toward a retirement annuity. 
Applications must be filed with the United States 
Civil Service Commission, Washington, D. C., and 
will be rated as received until further notice. 

Applicants must have been graduated with an 
M.D. degree from a recognized medical school, and 
must have had professional experience in one of 
the following optional branches: Aviation medi- 
cine; cancer research; cardiology; dermatology; 
eye, ear, nose and throat (singly or combined); 
general practice; industrial medicine; internal med- 
icine and diagnosis; medical pharmacology; neuro- 
psychiatry; pathology, bacteriology and roentgen- 
ology (singly or combined); public health; surgery; 
tuberculosis; and urology. For some positions in 
the Veterans Administration applicants for asso- 
ciate medical officer, paying $3,200 a year, need 
not have had experience other than cne year of 
internship. Applicants for the associate grade must 
not have passed their fortieth birthday, and for the 
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other two grades they must not have passed their 
fifty-third birthday. 

Further information regarding the examinations, 
and the detailed requirements, are given in the 
formal announcement. Announcements and appli- 
cation forms may be obtained from the secretary 
of the Board of U. S. Civil Service Examiners at 
any first- or second-class post office, or from the 
U. S. Civil Service Commission, Washington, D. C. 


El Paso 


The regular staff meeting and dinner of the 
Southwestern General Hospital was held Thursday, 
June 27, 1940, at 6:30 p. m., in the hospital audi- 
torium. The program was as follows: “Ulcera- 
tive Colitis,’ Dr. F. P. Miller; discussion by Drs. 
J. J. Gorman and C. N. Giere. 





A regular staff meeting of the Hotel Dieu Sisters’ 
Hospital was held Tuesday, July 2, 1940, at 12:10 
o’clock in the auditorium of the Nurses’ Home. 
Luncheon was served. The program was as fol- 
lows. “Perforated Gangrenous Appendix,” Dr. J. 
A. Hardy; discussion by Dr. Paul Gallagher. 





Dr. James J. Gorman, of El Paso, was elected 
vice-president of the Texas State Medical Associa- 
tion at its recent session in Fort Worth. 





Drs. Cathcart and Mason announced the associa- 
tion of Dr. Maynard S. Hart, July 1, 1940. 





The El Paso Medical and Surgical Clinic an- 
nounced the association of Dr. James T. Fowler, Jr., 
July 15, 1940. Dr. Fowler limits his practice to 
pediatrics. 





Drs. A. P. Black and I. M. Epstein announced 
their association and removal of offices to the 
Mills Bldg., July 8 1940. 





Dr. Frank O. Barrett, of El Paso, was elected 
secretary-treasurer of the Texas Association of 
Medical Anesthetists for the coming year. 





The regular monthly staff meeting and dinner 
of the Southwestern General Hospital was held 
Thursday, July 25, 1940, at 6:30 p. m., in the hos- 
pital auditorium. The program: “Intestinal Ob- 
struction,” Dr. R. B. Homan, Jr. 





New Mexico 

Dr. J. T. Smith, of Gallup, New Mexico, has been 
awarded first prize in an art contest sponsored by 
the Physicians’ Art Association in California. Dr. 
Smith will receive a gold cup for the best landscape 
in oil submitted to the first annual exhibition of 
the art association, held at Coronado, California. 
The cup was awarded Dr. Smith by the Upjohn 
Drug, Company. 
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MISCELLANY 





VOMITING IN INFANCY 
1. Improper technic of feeding. 
a. Aerophagia er air-swallowing. 
b. Too frequent feeding. 
c. Too much food. 
2. Improper food. 
a. Too dilute. © 
b. Too rich. 
c. Spoiled (improper refrigeration). 
d. Too tough curd formation. 
3. Obstruction in the gastro-intestinal tract. 
a. Esophageal atresia. 
b. Pyloric stenosis. 
c. Duodenal atresia or bands. 
d. Anal atresia. 
e. Severe constipation. 
4. Infections. 
a. Enteral. 
b. Parenteral. 
5. Disorders of the nervous system. 
a. Intracranial abnormalities, congenital or 
acquired. 
b. “The hypertonic infant’—pylorospasm. 
c. Habit—rumination. 
6. Allergy. 
—Ter. St. J. of Med. 





ADMINISTRATION OF TETANUS 
ANTITOXIN 

That the majority of the deaths in a series of 
twenty-eight cases of tetanus at the Children’s 
Hospital in Los Angeles were the direct result of 
treatment and not caused by the disease itself, is 
the startling decision of Harry F. Dietrich. 

This author concludes that the cause of death is 
the medullary and cerebral edema resulting from 
the administration of tetanus antitoxin into the 
subarachnoid space or into the vein. The adminis- 
tration in these two ways was always followed by 
a severe, and many times fatal, reaction, charac- 
terized by extreme hyperthermia, marked tachy- 
cardia, coma, irregular respirations and sudden 
death. In every instance death occurred in 36 
hours, and in 84% within 3 to 14 hours after the 
first treatment. In other words, the intravenous or 
intrathecal injection of antitoxin converted the 
picture from one of tetanus to a highly fatal bulbar 
disease. The intramuscular injection of antitoxin 
is completely safe, and by itself adequate. When 
the tetanus is most severe, one initial dose of serum 
with adrenalin may be administered intravenously, 
but subsequent doses should be given intramuscu- 
larly only. 

The administration of very liberal doses of seda- 
tives is a most important part of the therapy in 
tetanus. Three to 4 grains of seconal every 3 or 4 
hours control the convulsions in a 5-year-old child, 
but preserve the pharyngeal and cough reflexes. 
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In the majority of cases the wounds which cause 
tetanus in children are so trivial that they arouse 
no concern at the time they are inflicted, and there 
is no opportunity for prophylaxis. In the experi- 
ence of the author the usual prophylactic dose of 
antitoxin (1,500 units) does not afford adequate 
prophylaxis in cases of compound fractures. 


During the summer months when minor acci- 
dents are so common, the possibility of tetanus 
must not be forgotten, and adequate protection 
should be afforded the patient. Active immuniza- 
tion of children against tetanus at the time of 
diphtheria immunization should be encouraged. 
The hazard of intravenous or intrathecal therapy 
in the treatment of the patient with tetanus should 
be remembered.—Jo. Iowa St. Med. Soc. 





PROTECTING INSURANCE IN WARTIME 


In considering the problems of defense mobiliza- 
tion and those of possible future active war service, 
the matter of physicians’ insurance arises. Physi- 
cians as a group depend more largely on insurance 
to protect their families and their old age than al- 
most any other group of citizens. 

Yet among those first called upon to volunteer 
their services are the physicians. To those who 
respond are given commissions of the rank of first 
lieutenant or captain with net pay sufficient to 
maintain, in many instances, the insurance pro- 
grams that they have set up as their principal se- 
curity. These insurance programs have been based 
on their earning capacity in civil life and fre- 
quently represent their only resource and the fu- 
ture security of their dependents. 

As soon as the physician enters military service 
his accident and life contracts are jeopardized. 
This would presumably be true if his entry were 
only for a training period. However, in case no 
waiver of liability existed, as in the instances of 
the government war risk contracts of 1917-1918, 
there would still be the matter of premium de- 
fault. 

In these circumstances he might avail himself of 
one of the following plans: 

1. Automatic extended insurance at the face 
value of the policy for a period dependent upon the 
amount of cash reserve in the policy. This con- 
stitutes a lapse of the policy and means that the 
physician must show new evidence of insurability 
upon his return and perhaps reinstate the policy 
at a new age level. 

2. Automatic premium loan—whereby the com- 
pany lends the insured his own money at 6% in- 
terest to pay the premiums when due, up to the 
point where the cash value is exhausted. It seems 
unlikely that in the depression period after his re- 
turn he would be able to pay back this money or 
even to continue paying the 6% interest plus the 
premiums. Therefore, he would probably be forced 
to cancel the policy eventually and would have 
meanwhile sacrificed the savings represented by 
that portion of the cash value that has been spent. 
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3. A paid-up insurance policy, at a much re- 
duced face value dependent upon the amount of 
existing cash reserve. This would automatically 
greatly reduce the protection to his family during 
his absence and would likewise ruin the future pro- 
tection for his old age. 

To provoke discussion of this subject, we suggest 
that there might be arranged a basis of transfer 
from private to government insurance at cost with 
credits for earned cash surrender values. For if 
military service is to become a fixture of American 
life as seems probable, it is as well now to con- 
template a long-term program for physicians with 
respect to insurance.—N. Y. State J. o/ Med. 





POSTGRADUATE EDUCATION 

Important developments in the hospital intern- 
ship, the hospital residency and the postgraduate 
educational opportunities for physicians in practice 
were suggested by the Commission on Graduate 
Medical Education whose final report was pub- 
lished on June 25. The commission, which was or- 
gan-zed by the Advisory Board for Medical Spe- 
cialties on December 4, 1937, is now bringing to a 
close its three-year study program. Its work has 
been financed by national foundations and in- 
terested professional organizations. 


The internship, suggests the commission, should 
be considered as a basic preparation for the prac- 
tice of medicine. It should round out and give 
practical application to the medical school course, 
and, hence, should be closely allied to undergrad- 
uate medical education. It should prepare young 
physicians adequately to begin general family prac- 
tice and should provide them with the essential 
preparation necessary to undertake further study 
leading to the practice of a specialty. It should not 
attempt to train men for the specialties directly, 
and, therefore, the intern should not be given 
training in the detailed technics of the specialties. 

To prepare the intern for general practice, he 
should have experience in internal medicine, pedi- 
atrics, obstetrics and gynecology, and surgical di- 
agnosis, minor surgery and treatment of emer- 
gencies. Special attention in these fields should be 
given to preventive medicine and the care of 
chronic diseases, conditions of the aged and func- 
tional disturbances. The whole atmosphere should 
be educational in character, and he should learn 
by example as well as by precept. 

The residency is defined by the commission as a 
prolonged period of study in one of the special 
fields which can be properly classed as graduate 
education, whether an advanced degree is granted 
or not. The commission warmly supports the 
recommendation of the specialty boards that ade- 
quate attention be given during the residency to 
the basic sciences as they relate to the various 
specialties. It suggests practical ways by which 
hospitals may provide this basic science training in 
their own laboratories or through arrangements 
with medical schools. The report suggests that 
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there is danger that too many residencies may be 
developed, and stresses that, in the best interests 
of the patient, high quality of teaching in the resi- 
dency is now more important than a large in- 
crease in the number of residencies. The essen- 
tials of a satisfactory residency are listed in some 
detail, although the commission takes pains to 
point out that it does not wish to standardize resi- 
dencies or put them in a strait-jacket. 

Postgraduate education the commission defines 
as study intended to keep a physician abreast of 
his chosen field of practice but not intended to 
equip him to enter a new field. Separate and 
clearly defined types of work are recommended for 
general practitioners and for specialists. While 
there has been a marked and rapid increase in in- 
terest in the field of postgraduate medical educa- 
tion, there is still need for its further extension 
and for improvement in the type of opportunities 
offered. The report points out the advantages and 
disadvantages of the various types of training now 
provided. 

The effect of the work of the specialty boards 
upon the practice of medicine is discussed in the 
report, which points out that these boards have 
provided a well defined yardstck for measuring an 
individual physician’s competence in his specialty. 
Men in the specialties have been certified so rapidly 
that it soon will be possible for the great majority 
of the people of this country to have access to the 
services of certified specialists. 

The entire report stresses the value of adequate 
training and points out that this will be reflected 
in improved care of patients—Committee on Grad- 
uate Education. 








PROCEEDINGS OF EL PASO COUNTY 
TUMOR CLINIC 
EL PASO CITY-COUNTY HOSPITAL 





Case 1. S. L., a 33-year-old Mexican man with 
a tumor of the neck on the anterior aspect to the 
right of the midline, was in today for the first 
time. 

DR. GOODLOE: This man was sent in by Dr. 
Hughes. The first symptom was five years ago,— 
a small pimple. (Patient later stated that he cut 
himself while shaving.) He first saw a doctor 
the first of. this month and was advised to have it 
removed. The tumor is located on the right side of 
the neck at the level of the thyroid cartilage, an- 
terior to the sternomastoid. It measures 25x4 cm. 
There is fixation to the skin. No ulceration or in- 
duration. The skin of other parts is free, soft, nor- 
mal. Regional nodes negative. The tumor is soft 
and elastic, movable over underlying tissues, not 
tender or reddened. (After examining tumor)—It 
is probably cystic. I would aspirate first. There is 
a possibility of its being a branchiogenic or bran- 
chial-cleft cyst, and you wouldn’t want to open it 
up without making sure. 

DR. HOLT: I think it is probably sebaceous. 
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DR. FRAZIN: I think it is probably a sebaceous 
cyst. I would cut down on it and enucleate it. 

Diagnosis: Probably sebaceous cyst. 

Recommendation: Enucleation. 


Case 2.—F. F., a 64-year-old Mexican woman 
with a group of small tumors in the neck below 
the left ear, was in today for the first time. Dr. 
Branch sent her in. 

DR. PARKER: This patient first noticed a tu- 
mor in the neck on April 1 of this year. She says 
that in February she had all her teeth removed 
and seems to think this has some relation to the 
tumor. She complains of a small tumor about 3x5 
cm. in diameter just below the left ear, but there 
are also several smaller tumors of the same nature 
lower down. They are soft and movable. There 
seem to be three together just below the main tu- 
mor, and then one below these, about 142x1 cm. in 
diameter. They have not bled; there is no pain 
and they have not bothered her in any way. They 
are not connected in any way to the bone or the 
skin. Throat and ear appear to be all right. 

DR. CATHCART: I would be suspicious of mal- 
ignancy, although it could be an inflammatory con- 
dition that is subsiding. 

DR. SPIER: Might be tuberculosis or carci- 
noma. 

DR. BRANCH: There’s no tuberculosis in the 
family. : 

DR. HOLT: It looks more like malignancy than 
tuberculosis to me 

DR. FRAZIN: I would say tuberculosis first. 

DR. CATHCART: I say the same. I would sug- 
gest removal of one gland and biopsy. 

DR. WAITE: Why not remove all of them? I 
am very suspicious of malignancy. 

DR. CATHCART: You usually get more fixation 
in a malignancy. I think it is tuberculosis, but it 
may be a malignancy. She may have a primary 
lesion in the sinus that is causing it. 

Diagnosis: Carcinoma or tuberculosis. 

Recommendation: X-ray of sinuses, to be pass- 
ed on by the Nose and Throat department. Then 
refer to surgery for extirpation of the masses in 
the neck. 


Case 3. B.A., 75-year-old Mexican man, admit- 
ted June 29, 1940 at 8 a. m., expired same day at 
9:15 p. m. Case presented by Dr. Parker. 

DR. PARKER: This man, 75 years old, walked 
into the hospital on the morning of June 29. He 
complained of pain and swelling of the abdomen. 
He had a right inguinal hernia which had been 
present for over a year. It was easily reduoible. 
He was nauseated and vomited green fluid. He 
was put to bed. Strangulated hernia was suspect- 
ed. Hernia was reduced. We tried to get a flat 
plate of the abdomen, but he was too sick for a 
good plate to be made, so we put a Wangenstein 
suction tube down him and you could almost see 
the swelling in the abdomen go down. He stated 
after that that he felt much better. About that 
time Dr. Spier came out and we gave the patient 
digalin, ampule, and adrenalin % cc., and 200 cc. 
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25% glucose in the vein, and started 1000 cc. nor- 
mal saline as hypodermoclysis. For thirty minutes 
or longer he was fairly comfortable, and then he 
started to complain of severe pain in the abdomen 
again His blood pressure at that time was 85/60. 
His pulse became so weak that it was hard to feel. 
He continued going down hill and was pronounced 
dead at 9:15 that night. The autopsy report is as 
follows: 

Body is that of a fairly well nourished Mexican 
man. No external injuries. Hernia on right side. 

On opening the abdomen considerable turbid 
tluid is found. Peritoneal surfaces and small in- 
estines bound together with fibrinous adhesions 
vhich will not separate easily. There is a portion 

{ the ileum that is deeply injected. The hernia 
.dmits two fingers. 

On examining the intestines there is found a 
»erforation of the ileum, and the jejunum and the 
eum are both distended. There is no sign of ulcer 

round this perforation, either inside or outside. 
in the wall of the jejunum there is a small metas- 
tasis. In the lower lobe of the liver, just above the 
vall bladder, there is a large growth which is firm 
and hard, about 8x10 cm. in diameter. The gall 
bladder contains a large stone. The upper margin 
is joined to the growth. There are also a few no- 
dules in the edge of the mesentery where it is at- 
tached to the intestine. On section of the liver 
there are no other metastases present except those 
mentioned. The stomach is normal; on section no 
ulcers are found. 

The prostate is enlarged. On removal it is shown 
to contain a hard nodule about 2 cm. in diameter 
which on section appears to be malignant. 

The right lung is free, partially collapsed, and 
the left lung is bound down with fibrous adhe- 
sions and considerably collapsed. The heart is 
soft and flabby. The valves are normal. Kidneys: 
The right contains metastases in the surface of 
the cortex. Capsule strips easily, leaving a finely 
granular surface. Pelvis slightly dilated. Left kid- 
ney somewhat cystic; otherwise like the right ex- 
cept no metastases present. 

Diagnosis: Carcinoma of the prostate with met- 
astasis to right kidney, peritoneum, ileum and liv- 
er. Chronic cholecystitis and cholelithiasis. 

Immediate cause of death: Apparently due to 
incarcerated hernia with perforation of ileum and 
general peritonitis. Slides were shown by Dr. 
Waite. 


Case 4. S. G., 59-year-old Mexican housewife, 
admitted May 2, 1940, expired May 7, 1940. Case 
presented by Dr. Goodloe. 

Dr. Goodloe: This patient was admitted to the 
hospital with complaints of enlarged abdomen for 
nine years, swelling of feet and ankles for one 
year and shortness of breath for one month. 

On admission patient stated she had been exam- 
ined by Dr. Olvera of El Paso in 1924 and told at 
that time that she had a pelvic tumor and advised 
to have operation. She visited the doctor at this 
time because of a massive uterine hemorrhage, 
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which was stopped. She had no recurrence of the 
hemorrhage and was perfectly well and refused 
operation, until 1931, at which time she developed 
a gradual enlargement of the abdomen, low in the 
abdomen. It increased very slowly over a ten-year 
period, and then suddenly began to grow very fast 
a few months ago. One year ago she began to have 
swelling of her right foot and ankle. This extend- 
ed gradually so as to include the entire right leg, 
before there was any edema of the left leg. On 
admission both legs were swollen as tight as could 
be, and she had a massive pitting edema up to 
above the umbilicus. 

Menstrual History: 1st period at 13. L.M.P. 
in 1928. Four pregnancies—3 children living. One 
died at 15 days. 

On admission, patient was unable to lie flat in 
bed. Said she had had no shortness of breath un- 
til one month previous. Now the least exertion 
caused extreme shortness of breath. She com- 
plained also of nocturia, 2 or 3 times a night. No 
burning. Very offensive odor of urine, which is 
very dark in color. 

Physical: Patient has temperature 98.2, pulse 
112, respirations 22. She is a thin, malnourished 
Mexican woman, acutely ill, with a huge abdomen. 

Head: Teeth poor, several missing. Skin of face 
dry and wrinkled. Eyes show bilateral immature 
cataracts. Mucous membrane pale. 

Neck shows no lymphadenopathy. No tracheal 
tug. No thyroid enlargement. 

Chest: Breath sounds exaggerated and bronchial 
in character over the right lower chest posterior- 
ly. Some moist rales posteriorly. © 

Heart is pushed far lateral, p.m.i. in anterior ax- 
illary line in the 6th interspace. To-and-fre mur- 
murs heard over all areas. 

Abdomen is huge, measuring 5’ 842” in its great- 
est extent, and 4’ 1” from the zyphoid process to 
the symphysis. The abdomen when patient is in 
sitting position hangs down between the legs. A 
tremendous and definite fluid wave is elicited all 
throughout the mass. There is an umbilical hernia 
present, and large dilated veins crossing the ab- 
domen under the tightly stretched skin. 

G. U.—Normal external genitalia. Pelvic exam- 
ination impossible. 

Skin, bones and joints, glandular and neuromus- 
cular systems negative. 

Working Diagnosis: Ovarian cyst. 

Dr. Spier saw the patient and thought it was a 
malignancy. 

On the day after admission a p.s. p. test showed 
marked reduction both quantitatively and quali- 
tatively. Patient was comfortable and cheerful, 
although unable to lie flat in bed. 

On the second day after admission 15,000 cc. of 
fluid was removed by Dr. Green by means of a 
trocar. Definite masses, firmer than the remain- 
der of the tissues of the abdomen, were found on 
both sides, with a softer area in between. Patient 
looked good and could lie in bed; however, had a 
temperature of 99.2. 
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On the third day after admission 15,000 more cc. 
of fluid was removed by interne, flowing in a small 
slow steady stream about the size of a match for a 
period of about 2 hours. The fluid on both occa- 
sions was reddish and clear, with no signs of pus. 
It was stated at this time that malignancy was 
suspected by Dr. Green. Later in the day patient 
complained of feeling very bad. Temperature 100.4. 
Pulse 120. Vomiting. 

The next day the patient was given a blood trans- 
fusion. She was in very poor condition. Pulse was 
so fast it could not be counted. She was vomiting 
and in apparent shock. Oxygen and stimulants 
were given. 

The following day, May 7, 1940 (five days after 
admission) the patient expired. 

AUTOPSY 

Body is that of an old Mexican woman. Ab- 
domen greatly distended. Two large tumors pres- 
ent—one on each side. 

On opening the abdomen four or five gallons of 
straw-colored fluid escape, and two large tumors 
are present—one on each side, attached to the 
pelvis. On removal one of these tumors ruptured. 
The other one was removed intact and weighed 19 
pounds. There are a few small nodules present on 
the outside walls, and a few on the inside walls. 
The tumors are filled with grayish yellow fluid 
mixed with thick sebaceous matter. On removing 
the tumors the uterus had to be severed, and on 
further examination it was found that the tubes 
were incorporated in the tumors. The uterus, ex- 
cept for being stretched, appeared normal. 

There is intense congestion throughout the ab- 
domen, and numerous small nodules present up 
around the liver and stomach. The omentum is 
infiltrated, and the parietal walls are also infil- 
trated with diffuse growth. 

There is another hard mass in the midline, just 
above the attachment of the tumor, which is made 
up of a soft, nodule-like growth. There is also a 
large multilocular sac into which the sigmoid opens. 
This does not seem to be in any way connected with 
the other tumors. The spleen is about normal in 
size, and the liver, except for numerous growths on 
its outer surface, shows no gross lesions. The stom- 
ach is distended and flabby; otherwise no lesions. 

On opening the chest the lungs are free and 
air-containing. The diaphragm is high, due to 
pressure from the abdomen. The heart presents 
no gross lesions. The kidneys appear normal. Sev- 
eral pieces saved for section. 

Diagnosis: Bilateral cystic ovaries with numer- 
ous metastases. 

June 12, 1940—Microscopic examination of tu- 
mor shows a new growth with large amount of 
fibrous tissue supporting a glandular growth. In 
places there are cystic areas filled with necrotic 
material. 

Diagnosis: Adenocarcinoma of the ovaries. 

DR. CATHCART: She must have had an ob- 
struction higher up, around the liver, else why did 
she get all that fluid in the abdomen? You might 
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expect a certain amount of transudate; but where 
was all this fluid coming from? 
DR. WAITE: I don’t know. 


Case 5. P. G., a 48-year-old Mexican man who 
was in the hospital from May 21, 1940 to May 26, 
1940, with a diagnosis of complete obstruction of 
pylorus (carcinoma?). He refused operation and 
went home. He died at home on June 27, 1940, and 
an autopsy was done by Dr. Waite with the fol- 
lowing findings: 

Body is that of an emaciated Mexican man. No 
external injuries. 

On opening the abdomen the stomach is greatly 
distended and bound down around the pylorus with 
adhesions. 

On opening the stomach there is discovered a 
large cauliflower growth in the pylorus, extending 
up into the cavity of the stomach. 

The liver is free, without any signs of metastasis. 
Chest not opened. 

Diagnosis: Pyloric obstruction due to carcinoma. 

DR. WAITE: This man came into the hospital 
complaining of inability to swallow solid food. 
G. i. examination showed a complete obstruction of 
the pylorus, and surgery was recommended but the 
patient refused. It was at the coroner’s request 
that I did the autopsy, and I found a carcinoma 
in the pylorus that would have been one of the 
easiest things to take out that you ever saw. I did 
not know when I did the autopsy that it was the 
same man that we had seen in the hospital, or I 
would have examined the lungs for metastasis. 

DR. CATHCART: This x-ray shows a dilated 
stomach. 

DR. WAITE: It was very greatly dilated. That 
was why he couldn’t swallow solid food; there was 
no room for it because the stomach was full. 

DR. CATHCART: Dilated stomachs usually go 
with obstruction; as a rule with malignancy you 
get a contracted stomach. 

DR. HOLT: This is a good example of the pa- 
tients who get a thorough work-up and then refuse 
surgery. Why is it that when a patient is told he 
must have an operation right away he offers no 
objection, but when he is worker over several days 
or a week or so in order that accurte diagnosis 
can be established, he very often refuses the op- 
eration? Is it because they have time to think it 
over and ask the advice of friends and perhaps 
the patients in the adjoining beds? 

DR. WAITE: I believe this man felt better after 
his stomach was washed out and he thought he 
would improve without the operation. 








BOOK NOTES 





MEDICAL NURSING: by Edgar Hull, M.D., F.A.C.P., Clinica! 
Professor of Medicine, Louisiana State University School of 
Medicine, Visiting Physician, Charity Hospital of Louisiana at 
New Orleans Christine Wright, R.N., B.S., Graduate of Davis- 
Fischer Sanatorium, Atlanta, Georgia, Instructor of Nursing 
Arts, Charity Hospital School of Nursing, St. Mary Parish 
Health Unit and Experience Center, Franklin, Louisiana, 1939 
and Ann B. Eyl, B.S., Assistant Dietitian, Cook County Schoo) 
of Nursing, Chicago, Ill.; formerly Instructor in Home Eco- 
nomics, University of Kentucky, Lexington, Therapeutic Dieti- 
tian, Charity Hospital of Louisiana, New Orleans, Dietitian, St 
Vincent’s Infirmary, Little Rock, Arkansas. Pp. 561 including 
index. Illustrations 168, including 11 color plates. Fabrikoid 
Philadelphia, F. A. Davis Company, 1940. 


This text book, written for nurses, is an excep- 
tionally good one. It is excellently arranged, wel! 
illustrated, concise. The chapters contained in the 





August, 1940 SOUTHWESTERN MEDICINE 


TRYPARSAMIDE MERCK 
in Syphilis of the 


Central Nervous System 


@ Therapeutic Advantages 

Unusual power of therapeutic penetration in case of the central 
nervous system. 

Varying degrees of symptomatic improvement obtained in a large 
proportion of early cases of dementia paralytica. 


Found useful in the treatment of tabes dorsalis, meningeal and other 
forms of neurosyphilis. 


Especially recognized in conjunction with fever therapy. 


@ Economic Advantages 

Easily administered by usual intravenous technic. 
Available for private practice, clinic and hospital use. 
Supplied in ampuls of definite dosage. 

Inexpensive. 


F° 20 years Tryparsamide Merck has been avail- 

able for use in the treatment of neurosyphilis. TRYPARSAMIDE 
It is supplied to the medical profession through MERCK 
leading pharmacists in 1, 2, and 3 Gm. ampuls for " eg es 
private practice use. The low cost of Tryparsamide a COUNCIL 
Merck makes it available to practically every patient. : piitragdutic agent 


“in neurosyphilis 


Corte hag ee 
* Btw he 1, 


An outstanding 


Literature on Request 


MERCK & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 
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text are: Basic Principles of Medical Nursing, Dis- 
eases of the Respiratory System and Nursing, Dis- 
eases of the Cardiovascular System and Nursing, 
Diseases of the Blood and Blood-Forming Organs, 
Diseases of the Digestive System, Diseases of the 
Urinary System, Diseases of the Osseous and Mus- 
cular System, The Ductless Glands and Their Dis- 
orders, Diseases of the Nervous System, Diseases 
Due to Emotion, Diseases Due to Deficiency of Nu- 
trition, Metabolic Diseases, Diseases Due to Allergy 
and Physical and Chemical Agents, and Infectious 
Diseases. The Appendix contains the section on 
the Nursing Care of Pneumonia, which was repro- 
duced with the permission of the New York State 
Department of Health, from HANDBOOK ON 
THE NURSING CARE OF PNEUMONIA (Second 
Edition), Circular C.D. 19, issued by the Bureau 
of Pneumonia Control, Division of Communicable 
Diseases and Division of Public Health Nursing. 
“It is the purpose of this section to present those 
medical and nursing aspects of pneumonia with 
which the nurse should be familiar in order that 
she may render effective care to her patient, and 
in order that she may furnish the physician with 
pertinent information obtained in his absence. . .” 
This book has been well worked up. Many cor- 
related references are given. A considerable portion 
of the book is devoted to general principles be- 
cause “. . . if fundamentals are understood, details 
may be remembered much more easily than if they 
are merely memorized... .” All in all, this book is 
to be highly recommended. —A. R. 
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MINOR SURGERY. By Frederick Christopher, S. B., M. D.. 
F. A. C. S., Associate Professor of Surgery at the Northwestern 
University Medical School, Chicago; Chief Surgeon at the Evans- 
ton (Ill.) Hospital. With a foreword by Allen B. Kanavel, M. D., 
F. A.C. 8. Fourth edition. Reset with 639 illustrations. Phila- 
delphia and London: W. B. Saunders Company. 1940. Price. $10. 


This is the fourth edition of the most valuable 
textbook existing in the field of minor surgery. The 
book has been reset and a number of valuable il- 
lustrations added. There is no finer work in Eng- 
lish that is so readily available as a reference.— 
M.P.S. 


A TEXTBOOK OF PATHOLOGY. By W. G. MacCallum, Pro- 
fessor of Pathology and Bacteriology, The Johns Hopkins Uni- 
versity, Baltimore. Seventh edition, thoroughly revised. 1302 
pages with 697 illustrations. Philadelphia and London: W. B. 
Saunders Company. 1940. Cloth, $10. 


Here is the seventh edition of a textbook which 
is standard the world over. An understanding of 
disease must be predicated on a thorough knowl- 
edge of pathology. There is no better source of 
this knowledge than MacCallum’s text. The book 
belongs in every physician’s library.—M. P. S. 


TOMORROW’S CHILDREN. Proceedings of the Southern 
Conference on Tomorrow’s Children, held November 9, 10 and 11, 
1939, at Atlanta, Georgia. Pp. 169. Paper. 75 cents. Birth 
Control Federation of America. 1939. 


The book reports the proceedings of the first 
Southern Conference on Tomorrow’s Children, held 
in Atlanta, Georgia, 1939. Members of the con- 
ference were addressed by leaders in the fields of 
sociology and medicine in the South. A portion of 
the conference was devoted to the problems of 
birth control.—M. P.S. 





SILVER PICRATE 
We, 


HAS SHOWN A CONVINCING RECORD* OF 
EFFECTIVENESS IN ACUTE ANTERIOR URETHRITIS 


due to Neisseria gonorrheae « Trichomonas vaginalis 
Monilia albicans » 


Silver Picrate is a crystalline compound of silver in definite chemical 
combination with picric acid. Dosage form for use in anterior urethritis: 
Wyeth’s Silver Picrate Crystals in an aqueous solution of 0.5 percent. 


Supplied at all pharmacies in vials of 2 grams 


Complete literature on Silver Picrate as used in genitourinary and 
gynecological practice will be mailed on request. 


*“Treatment of Acute Anterior Urethritis with Silver Picrate,” Knight and Shelanski, AMERICAN JOURNAL 
OF SYPHILIS, GONORRHEA AND VENEREAL DISEASES, Vol. 23, No. 2, pages 201-206, March, 1939. 


JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA, PA. 
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“EXCEPT... 
WHERE THERE WAS 
DEFINITE PATHOLOGY” 


Reporting on patients who 


had changed to Philip Morris, 


one study*states... 


ee i had less throat irritation and the 
paroxysms of coughing promptly disap- 
peared. In practically every case, except in 
those cases where there was definite pathol- 
ogy...patients were markedly improved.” 


*Laryngoscope, St. Louis, 1937. 
Reprint available on request. 


Putte Morais & Co., Ltp., Inc.,119 FirtH Avenue, New York 
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“IS THIS PRODUCT COUNCIL-ACCEPTED?” 


This is the first question many physicians ask the 
detail man when a new product is presented. 


If the detail man answers, “No,” the doctor saves 
time by saying, “Come around again when the 
Council accepts your product.” 


If the detail man answers, “Yes,” the doctor 
knows that the composition of the product has been 
carefully verified, and that members of the Coun- 
cil have scrutinized the label, weighed the evidence, 
checked the claims, and agreed that the product 
merits the confidence of the physicians. The doc- 
tor can ask his own questions, and make his own 
decision about using the product, but not only has 
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he saved himself a vast amount of time but he has 
derived the benefit of a fearless, expert, fact-find- 
ing body whose sole function is to protect him and 
his patient. 


No one physician, even if he were qualified, could 
afford to devote so much time and study to every 
new product. His Council renders this service for 
him freely. Nowhere else in the world is there a 
group that performs the function so ably served by 
the Council on Pharmacy and Chemistry and the 
Council on Foods. 

Mead Johnson & Company cooperates with both 
Councils, not because they have to but because they 
want to. Their detail men can always answer you, 
“Yes, this Mead product is Council-accepted.” 
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“OSLER AT OLD BLOCKLEY,” a painting in oil 
by Dean Cornwell, was unveiled at the dedication of 
the Osler Memorial Building on the grounds of the 
Philadelphia General Hospital this past June and 
was later exhibited at the American Medical Asso- 
ciation convention in New York. 


The painting depicts one of Osler’s outstanding 
contributions to medicine; namely, bringing medi- 
cal students to the bedside of the patient for clin- 
ical study. In the painting Osler is shown at the 
side of an elderly patient on the hospital grounds. 
Surrounding Osler and the patient are internes who 
have stopped with him as they were on their way 
to the autopsy house to observe one of his famous 
post-mortems. This autopsy house, now the only 
Osler Memorial Building in the United States, is 
shown in the background. This memorial was 
made possible by a grant from John Wyeth & 
Brother. 

‘Osler at Old Blockley” is the second painting in 
the series, “Pioneers of American Medicine,” spon- 
sored by John Wyeth & Brother as part of a project 
to highlight the contributions of Americans to the 
advancement of medicine. “Beaumont and St. 
Martin” was the first painting in the series. 

Colored reproductions of “Osler at Old Blockley,” 
suitable for framing, may be obtained free by ad- 
dressing requests to the Advertising Department, 

SOUTHWESTERN MEDICINE, 142 S. Central Ave., 
Phoenix, Ariz. 
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